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SECTION I 



Introductory 



Background to appointment of Sub-committee 

1 At the meeting on 14th July, 1967, between representatives of the Scottish 
Branch of the British Geriatric Society, the Scottish Division of the Royal 
Medico-Psychological Association and the Chief Medical Officer of the 
Scottish Home and Health Department, the question of the elderly patient 
with physical and mental abnormality was discussed. 

There was general agreement that the situation was rapidly becoming more 
serious and before long might well become critical. Overcrowding was 
taking place in many hospitals ; admissions to all types of accommodation 
were becoming more difficult; there were reports of low morale among staff 
responsible for the elderly with psychiatric disorder and of actual staff 
shortage. In the knowledge that numbers were increasing but that new 
building and substantial increases in trained staff were only remote possi- 
bilities, all concerned viewed the future with mounting apprehension. Recent 
publications on alleged ill-treatment of elderly patients, accidents and 
fatalities did nothing to relieve this anxiety. 

It was stressed that this problem was one of considerable magnitude and 
complexity and as a result of these discussions a request was put forward 
that the Standing Medical Advisory Committee of the Scottish Health Services 
Council should be asked to inquire into the matter and advise. 



Terms of Reference 

2 The Standing Medical Advisory Committee therefore decided to set up 
a sub-committee with the following terms of reference : 

To consider the provision of psychogeriatric medical services and to make 
recommendations for the development of such services and facilities in 
Scotland. 

3 The Sub-committee was so constituted that there was representation of 
the three main branches of the Health Service and also the two major 
specialties involved in the care of the elderly patient. It also had the benefit 
of advice from the Nursing and Social Work professions. 



Remit 

4 The first meeting was held on 2nd May, 1968. The first task in this wide 
remit was to agree on a definition of the term ‘psychogeriatric 5 since 

7 
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misunderstandings have arisen from the many differing meanings attached to 
it. It was also felt that there should be a clear indication of the age group 
under consideration. The following interpretations have thus been made 
throughout the report. 

‘Elderly Persons’ — all persons of 65 years of age and over. 

‘Psychogeriatric Services’— those services for elderly persons who suffer 
from mental disorder with or without physical disability. 

5 This latter definition is a practical one and is not meant as a description 
of a clinical entity. It is intended to cover the following groups : 

(a) Elderly persons who develop mainly functional psychiatric illness, eg 
depression, paranoid states, neurosis, etc., and who usually respond to 
treatment as do their counterparts in other age groups — The ‘Functional’ 
Group. 

(b) Elderly persons who develop diseases of the central nervous system most 
of which are degenerative, or develop other organic diseases giving rise 
to mental disorder — The ‘Organic’ Group. 

(c) Long-term patients, mainly schizophrenics, who continue in hospital 
for long periods and survive beyond the age of 65 years in the process — 
The ‘Graduate’ Group. 

6 The number of hospitalised patients in these groups can be clearly 
identified but of those in the community only a proportion, which we believe 
to be small, is known to the authorities. 

7 Throughout this report and merely as a convention we will use the term 
‘psychogeriatric persons’ to refer to those groups which have been described 
above and for whom a ‘psychogeriatric’ service should be organised, and 
the term ‘psychogeriatric patients’ for those under medical treatment in 
hospital or the community. 



Evidence and Visits 

8 In view of the range of statutory and voluntary agencies which is involved 
in the care of the elderly coming within the scope of the Sub-committee’s 
remit, information and advice was widely sought. Written and oral evidence 
was received from the organisations and individuals listed in Appendix ‘A’. 
The hospitals and residential homes listed in Appendix ‘B’ were visited by 
small groups of the Sub-committee’s members and officials to study the 
services provided. We were aware at the time the Sub-committee was set up 
that the Royal Medico-Psychological Association had instituted a survey of 
psychiatric services for the elderly which later resulted in the publication of 
the report ‘Psychiatric Services for Old People in Scotland’. We had one 
joint meeting with the committee responsible for the survey that was of the 
greatest assistance in our own work. We also met representatives of the 
Northern Ireland Sub-committee on Psychogeriatric Care. Dr Anne Brittain 
and Dr J. M. Loughran, Medical Commissioners of the Mental Welfare 
Commission, attended one of our meetings. These discussions also proved 
to be most helpful. 

8 
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SECTION II 



Outline of Existing Picture 



Extent of Problem 

9 To appreciate the problem in correct perspective, some estimate of its 
size and how it impinges on the various services must be attempted. 



10 The Registrar General’s estimated total population for 1968 projected 
for the twenty years to 1988 provides the following figures: 



Total population 
Number aged 65 and over 
Number aged 70 and over 
Number aged 75 and over 



% of Total % of Total 

1968 Population 1988 Population Increase 



5,217,000 




5,509,000 




292,000 


(5-6%) 


608,000 


11-7 


692,000 


12-6 


84,000 


(13*8%) 


373,000 


7-2 


455,000 


8*3 


82,000 


(22-0%) 


206,000 


4-0 


277,000 


5-0 


71,000 


(34-5%) 



11 It will be seen that, while there is a general increase in both the absolute 
numbers and the proportion of the elderly in the general population, this 
increase is most marked in those aged 75 and over, the most vulnerable as 
well as the most frail members of the community. It is particularly relevant 
to note that of the population 75 years of age and over detailed above, 
approximately two-thirds are estimated to be females (137,000 in 1968 as 
compared with 186,000 in 1988). These female patients make considerable 
demands on the services because of the degree of care required owing to 
their frailty, and moreover they require institutional care for a longer period 
compared with their male counterparts. We are thus faced with an entirely 
new situation, not foreseen fifteen years or so ago. 

12 The Registrar General for Scotland did not publish population projec- 
tions until 1957, and therefore estimates made before then were unreliable. 
It is now apparent that, particularly in the age group 75 years and over, 
the size of the increase had not been accurately forecast. 

13 It is impossible to gauge the extent of the total need of psychogeriatric 
persons in the community. The ascertainment and contact with those having 
physical and psychiatric abnormality and social needs is haphazard. The 
personal medical services have largely depended on the reporting of disease 
by those concerned, eg the patient and relative, especially in the case of the 
elderly. This is an uncertain and inefficient system for most elderly persons 
and is even less dependable for those who should be brought to the attention 
of the psychogeriatric services. Only extensive surveys carried out in selected 
areas and on sample populations could provide an accurate picture. 



9 
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14 Some measure of the problem can be gained from the survey of Kay et al. 1 
in Newcastle where 41 per cent of elderly people living at home were found 
to have psychiatric abnormality and that of Williamson 2 in Edinburgh where 
55 per cent of elderly people living at home were considered to have some 
degree of psychiatric abnormality. The Rutherglen study 3 of the mental 
state of the apparently healthy older people living in the community suggests 
that nearly one quarter of them have significant emotional stress requiring 
special attention. This in many cases could be alleviated or prevented. 
The incidence of this mental ill-health is significantly associated with long- 
term physical illness and this is more prevalent in women than in men. 
On the 1968 population estimates, this suggests that approximately 152,000 
are in need of some preventive element of the psychogeriatric service. 

15 Mental disorder is sometimes easily identified— as in major crises such 
as impulsive behaviour and suicide; sometimes wrongly identified — for 
example when emotional conditions are thought to be physical illnesses ; and 
sometimes not identified at all. This iceberg phenomenon is perhaps most 
evident among the elderly where natural reserve, physical isolation and 
‘covering up’ by relatives conspire to obscure the picture. However, much 
can be learned from a study of the actual use of existing services and of 
clear cut demands for the further development of these services. In the 
following paragraphs, therefore, a brief outline of services, first within the 
community and, second, within hospital, will be given. 



Community Services 

Community Responsibilities 

16 Since the Mental Health (Scotland) Act, 1960, was passed there has been 
a considerable change in the policies of the various central and local govern- 
ment departments with regard to the accommodation and services for the 
mentally disturbed elderly person and it would be fair to say that the attitude 
of the community has become more sympathetic and understanding of the 
needs of these people, but a very considerable amount of progress has yet 
to be made. Today the mentally disturbed elderly person who does not 
require specialised treatment which only a mental hospital can give should, 
according to policy statements, be ‘looked after in the community’. No 
adequate definition of this phrase has yet been made, although the Allan 
Report 4 attempted to clarify this point. It is relevant to note that the first 
recommendation of that report was in the following terms : 

T. The object of every local authority must be to expand their mental 
health services to the point at which no person need be resident in hospital 
unless he will benefit from or requires hospital care .’ 

1 Kay, D. W. K., Beamish, P., Roth, M. (1964). Brit. J. Psychiat, 110, 146. 

2 Williamson, J., Stokoe, I. H., Gray, S., Fisher, M,, Smith, A., McGee, A., Stephenson, E. 
(1964). Lancet 1, 1117. 

3 Mental Health and Growing Old (N. R. Cowan). Published by the World Federation 
of Mental Health. 1961, p. 319. 

4 Mental Health Services of Local Health Authorities, Report by the Standing Advisory 
Committee on Local Authority Services (HMSO), 1961. 

10 
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1 here can be no doubt from the reviews carried out of the population in 
psychiatric and geriatric hospitals that many of the elderly patients have been 
admitted tor social rather than medical reasons. Furthermore there are 
patients in these hospitals whose medical and nursing needs have been 
satisfied, but who cannot be discharged as there are no places available in 
residential homes nor the necessary domiciliary support. From the terms 
of the Act and the Allan Report, it is clear that local health authorities were 
expected to allocate a far greater part of their resources towards the care 
of this category of old person than they do at present. Many authorities 
have not fulfilled their duty in this respect. 

General Medical Services 

17 On receipt of information about an elderly patient in need, the general 
medical services carry out their responsibilities satisfactorily. Domiciliary 
services — ie services provided in the patient’s home — are called into action and 
where consultant opinion is considered necessary requests for assistance are 
made, but supportive community services are variable from area to area to 
an extent that retention within or return to the community of a patient is 
markedly affected. The proportion of time and effort spent by general 
practitioners with the elderly members of their practices varies greatly in 
different areas. In 1959 Baldwin 1 estimated that while 12 per cent of his 
practice were elderly, this group occupied 18 per cent of the practitioner’s 
time. A study 2 carried out jointly by the Royal College of General Practi- 
tioners and the General Register Office in 1955/56 of consultations (atten- 
dances and visits for 100 persons per year), showed that men over 65 years 
of age required 586 consultations, women in the same age group 641, 
compared with 339 and 408 respectively for all age groups. In view of the 
importance of demands made on the general practitioner by the elderly, we 
attempted to seek more recent estimates than those quoted above. We 
understand, however, that there are as yet no age/sex consultation ratios 
available on any large scale which could give guidance on this service in 
Scotland. Richardson 3 has estimated that taking account of patients of all 
ages the ‘average patient’ sees his general practitioner five times per annum 
while the average elderly patient has eight consultations per annum. These 
patients undoubtedly place considerable demands on the general practitioner’s 
time and, in this connection, it is interesting to note that in 1966 the Govern- 
ment accepted the need for a higher capitation fee for each person 65 years 
and over on a general practitioner’s list. 

Local authority health visiting services 

18 These are, in the majority of areas, child orientated and the proportion 
of visits by health visitors to the elderly in the community was only 8 per cent 
in 1968. Where health visitors and district nurses have been attached to 
practices, there has been a marked increase in the time spent with the elderly 
in the overall knowledge of the elderly situation (21 per cent of health visitor 

1 Baldwin, J. T., British Medical Journal, 1959, (Supp.) Yol. 1, 77. 

2 Morbidity Statistics from General Practice. Vol. 1 (General), Logan, W. P. D., Cushion, 
A. A. General Register Office, HMSO 1958. 

3 Dr I. M. Richardson, Director, General Practice Teaching and Research Unit, University 
of Aberdeen. 
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time in Dumfries is spent with the elderly). It can be anticipated that this 
will lead to their greater involvement with old people in the future. 

Home nursing services 

19 In 1968 approximately 49 per cent of the visits by home nurses were 
made to the elderly but mainly as a result of the general practitioners’ requests 
for nursing assistance which are themselves based on an original call for 
help from the patient or relative. 

Home help services 

20 It is estimated that in 1968 home help services were 78 per cent directed 
to the elderly members of the community. Again, they are mainly provided 
as a result of recommendations from the general practitioner who usually 
depends on calls for assistance from the patients or their relatives. Those 
services are not usually available at weekends or evenings, and availability 
varies greatly in different areas. 

At risk registers 

21 Some local authorities have attempted to compile at risk registers of 
the elderly. These have been voluntary and in the main are incomplete as 
the methods of obtaining information about the elderly in the community 
have not been systematic or comprehensive. It appears that records are 
more complete and accurate in smaller communities due to personal contact 
and knowledge. 

Consultant services 

22 Both psychiatric and geriatric consultant services are dependent on the 
request of the general practitioner. 

Welfare departments of local authorities 

23 Prior to the implementation of the Social Work (Scotland) Act, 1968, 
welfare departments of local authorities played a crucial role in maintaining 
large numbers of elderly persons in the community. To many people the 
extent of this contribution may not have been generally appreciated, and 
the Sub-committee wishes to pay tribute to the work of these departments. 
This role has now been assumed by new social work departments, and in 
considering the special needs of psychogeriatric patients, the Sub-committee 
is very conscious of the potentially great importance of the functions being 
undertaken by these departments in this connection. 

24 The Sub-committee would like to give appreciative recognition to the 
various voluntary agencies which have played an important part in this 
work in the past, and express the hope that they will continue to make this 
valuable contribution in co-operation with the new social work services. 

Housing 

25 Housing for the elderly is basically in three main categories : ordinary 
housing within the community, special small housing within the community 
and sheltered housing. 

12 
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26 The majority of elderly people in Scotland are in ordinary housing. 
rhis type of accommodation is extremely variable in design, standards, and 
location. One unfortunate situation that emerges all too often when demo- 
lition of a redevelopment area begins, is the number of elderly people who 
are living in sub-standard squalid conditions due to poverty, lack of 
community interest, lack of relatives and friends in contact, etc. These 
situations readily predispose to breakdown in physical and mental health. 
There are also the cases met with quite frequently, where old people live 
alone in housing much too large for their needs and their ability to manage 
Here again is a vulnerable group. 

27 There is a lack of proper services to find out these situations and of an 
organisation which can arrange smooth, kindly and speedy rehousing. All 

too often fixed rules, regulations, residential qualifications etc., make exchange 
of housing difficult. 

28 Many authorities have built special small houses for the elderly in 
varying numbers throughout housing estates. These are excellent, but they 
aie still in lamentably short supply. In 1965 provision varied from under 

I pei cent to some 20 per cent of local authority housing; the average was 
below 6 per cent while the population of 65 years and over was around 

I I per cent for the country at that time. 

29 Sheltered housing should be defined to avoid ambiguity. By this we 
mean: 

Small one or two roomed dwellings built in groups which are under the 
supervision of a warden or caretaker and are connected by an alarm 
system to the warden oi caretaker. Such houses should have their own 
toilet and kitchen facilities with or without shared bathrooms and with or 
without a communal lounge or meeting place. 

30 Townsend in his survey ‘The Aged in the Welfare State’ 1 (1965) advised 
that 50 sheltered houses were required per 1,000 persons 65 years and over. 
This would suggest a need for about 30,000 in Scotland. 

31 Under this definition there were only some 1,500 to 2,000 such units 
in Scotland in 1965 and this includes all private provision. We understand 
that there are still only some 3,000 units today. 

Residential Homes 

32 It will be seen in the table below that more than a third of the places 
are provided by voluntary and private agencies although some 1,600 of these 
are occupied by residents sponsored and financed by local authorities. There 
are no separate target ratios for local authority and voluntary homes for 
the elderly. Combined provision is uneven varying from 10 places to 60 
places per 1,000 elderly persons in the community. It is a general impression 
that the average age of residents in these homes has substantially increased 
and that many that were in use ten or more years ago for a younger population 
are now becoming unsuitable for the present more physically frail residents. 

1 Townsend, P. and Wedderbum, D. (1965). The Aged in the Welfare State. (Occasional 
Paper on Social Administration No. 14), pp. 63-68, London. Bell. 
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Places 


Ratio per 1,000 


Target ratio per 




1968 


elderly persons 


1,000 elderly persons 


Local authority 


8,014 


13-1 


— 


Voluntary and private agencies 


5,748 


9-4 


— 




13,762 


22-5 


25 



33 From discussion with the Church of Scotland authorities, some very 
interesting information was obtained on age tables in the forty homes 
belonging to them. The average age of the residents was approximately 
65 years in 1947, 75 years in 1957 and 85 years in 1967. At the present time 
the average age f F varies in different homes between 79 and 87 years of age. 
These figures suggest either that those admitted in their 60’s 20 years ago 
are still in the homes or that those admitted in recent years are significantly 
older than those admitted in earlier years. In any event it is now plain that 
the homes originally designed for the younger age group are likely to be 
unsuitable for the older age group. It is also clear that the prospects of 
admission to these homes are poor except for those who are of very advanced 
age. 

34 There are very few designated places available for psychogeriatric persons 
in ordinary residential homes and there are no special homes for them. 

Hospital Provision 

35 A recent survey 1 carried out by Meredith et al in Scotland gave a clear 
indication of the size of the problem of the elderly in hospital. 

36 A very brief extract of the tables published shows that while a high 
proportion of patients in hospital are 65 years of age and over, the majority 
are in the ‘acute’ departments of hospitals for conditions appropriate to 
these departments. 



Type of Hospital 


A U Patients Surveyed 


Patients surveyed in Medical Wards 


No. 

Surveyed 


% 

65 years 
and over 


% More 
appropriate 
to geriatric 
wards 


No. 

Surveyed 


% 

65 years 
and over 


% More 
appropriate 
to geriatric 
wards 


Teaching 


1,885 


32 4 


5-0 


704 


36-9 


8-8 


District General 


938 


35-2 


4-2 


330 


39-1 


4-2 


Small General 


452 


60-4 


22-1 


452 


60-4 


22-1 



37 Contrary to what might have been expected the percentage who could 
be more appropriately placed is small. The last figure is affected by the 
large number of elderly long-term sick accommodated in cottage hospitals 

1 ‘Hostels 5 in Hospitals? Nuffield Provincial Hospitals Trust. Oxford University Press, 
1968. 
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near their homes m beds officially designated ‘acute’ but in practice used as 
long-term geriatric beds. 

38 There are approximately 8,500 geriatric assessment and long-stay beds 
m Scotland. These are provided in a wide variety of hospitals from major 
teaching units to small rural cottage hospitals and from modern well furnished 
units to old converted poorhouses. It has been estimated that in geriatric 
units some 48 per cent of the elderly patients are confused in varying degrees. 
The po icy m most areas is to transfer the behaviourally disturbed patients 
to the mental hospital, but to retain those confused patients who do not 
disturb other patients. 

39 There ate only a few day hospitals in Scotland ; ten for geriatric patients 

and two for psychogeriatric patients. Of the latter only one, at Kingseat 
Hospital, Aberdeenshire, is in specially designed accommodation. It is 
recognised, however, that many hospitals provide day care facilities at ward 
level for patients in the elderly age group. The shortage of day hospital 
facilities has meant that many elderly persons have been admitted to in- 
patient care when they could, have remained with their famili es if the 
domiciliary services had been augmented by day hospital attendance. 
Provision of transport is, however, one of the main obstacles to be overcome 
in providing day patient care for the elderly. " ' ~ " ' 

40 From the foregoing review of existing services both in hospital and in 
the community, it is plain that many elderly people are being unnecessarily 
retained in hospital. 



The Elderly in Mental Hospitals 

41 The Research and Intelligence Unit of the Scottish Home and Health 
Department have compiled statistics relating to elderly patients in mental 
hospitals in 1967 that will give some idea of the size of the problem. 

Residents: 30 per cent of male patients and no less than 50 per cent of 
female patients in Scottish mental hospitals were elderly. Half the elderly 
males and a third of the females had been admitted at least ten years 
previously. 

Admissions: 15 per cent of all male admissions and 25 per cent of all female 
admissions were elderly. 

The following tables illustrate trends in the mental hospitals in the North- 
Eastern Region. 



Residents 



Year 


Total 

Residents 


Residents 65 
and over 


% of Total 
Residents 


Residents 75 
and over 


% of Total 
Residents 


1955 


1924 


614 


31-9 


276 


14-3 


1961 


1951 


731 


37-5 


362 


18-6 


1962 


1911 


744 


38-9 


373 


19-5 


1963 


1974 


778 


39-4 


385 


19-5 


1964 


1956 


784 


40-0 


392 


20*0 


1965 


1923 


789 


41-0 


397 


20*6 


1966 


1931 


841 


43-6 


434 


22-5 


1967 


1899 


867 


45-6 


466 


25*1 
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It will be seen that, despite a slight drop in the total resident population, 
there has been a steady increase in the number and proportion of the elderly, 
most marked in the case of those 75 and over. 



Admissions — Males 



Year 


All ages 


65 and over 


% of Total 


75 and over 


% of Total 


1956 


452 


73 


16-2 


37 


8-2 


1959 


460 


70 


15-2 


31 


6-7 


1961 


613 


81 


13-2 


36 


5-9 


1963 


780 


131 


16-8 


66 


8-5 


1965 


866 


152 


17-5 


80 


9-2 


1966 


833 


157 


18-9 


73 


8-8 


Admissions — Females 










1956 


589 


137 


23-3 


47 


8-0 


1959 


747 


163 


21-8 


54 


7-2 


1961 


873 


178 


20-4 


83 


9-5 


1963 


1,101 


279 


25-4 


134 


12-2 


1965 


1,063 


264 


24-8 


128 


12-0 


1966 


1,105 


293 


26-6 


142 


12-9 



These tables show that there is also an increase both in numbers and 
proportion of elderly admissions over the decade 1956-66. The most marked 
increase is again among the female patients aged 75 and over. 



42 A study of the type of patient admitted to or resident in hospital is 
clearly required if the special needs of all are to be properly met. Three broad 
groupings have been proposed earlier in the report: ( a ) the Functional Group, 
(b) the Organic Group, and (c) the Graduate Group. Only figures for the 
North-East Region are available but they give some idea of relative propor- 
tions that may be generally applicable. 

In 1967, from a total of 3,438 persons entering psychiatric care, 564 (16-4 per cent) 
were elderly, distributed as follows : 

Numbers Percentage of Elderly 



‘Functional’ Group 205 36-4 

‘Organic’ Group 276 48-9 

Others, eg Mental Deficiency 83 14-7 

Total 564 100 

On 31st December of the same year the total number of in-patients in psychiatric 
hospitals in the region was 1,899. Of these 867 (45-7 per cent) were 65 years or over. 
The distribution of these patients into the three groups was as follows : 

‘Functional’ Group 127 14-7 

‘Organic’ Group 357 41-3 

‘Graduate’ Group 365 42-1 

Other 18 1-9 

Total 867 100 

As one might expect, the ‘Graduate’ Group is composed mainly of long term patients 
with functional disorders. The breakdown is as follows : 

Percentage of Graduates 

Functional Psychoses 261 71 -4 

Neuroses 9 2-5 

Organic and Senile Psychoses 65 17-8 

Mental Deficiency 21 5 -8 

Other (Unclassified) 9 2-5 

Total 365 100 
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43 The consolidated statistics for Scotland conceal wide variations, 
particularly in admission and discharge policy, between hospitals. Thus 
admission rates range from 0-32 per thousand of the elderly population in 
some areas to 1 *9 per thousand in others. Where rates are low the policy has 
been to admit only severely debilitated or disturbed patients. There is no 
evidence that alternative care, either in the community or in the geriatric 
service, is adequately provided. Therefore it would be unwise to plan in 
future on the basis of the lower range of admission rates. 

44 On the other hand, there is evidence that, where there are more active 
programmes of treatment and rehabilitation, despite higher admission rates 
in these hospitals, short stay is more common. Probably one third of these 
cases can be discharged if adequate supporting services are available. Am ong 
all elderly mental admissions to the North-East Scotland Register in 1967, 
43 per cent had been discharged within three months and 10-6 per cent had 
died. At the end of twelve months, 54-1 per cent had been discharged and 
17-5 per cent had died. For those diagnosed as suffering from ‘ageing’ 
(roughly corresponding to the ‘Organic’ Group) 29*3 per cent had been 
discharged within three months and 13*3 per cent had died. After twelve 
months only 37-5 per cent had been discharged while 23*8 per cent had died. 

45 These figures tend to confirm the view that active programmes for up 
to three months give the best hope of success in this age group. The prospects 
for those with functional and toxic confusional disorders is extremely good 
and comparable to that of the younger age groups. 

46 Further analysis of the North-Eastern Psychiatric Register data from 
1967 revealed some findings of interest. Among in-patient admissions (not 
separate persons) there was evidence— as might be expected— that the 
‘Functional’ Group contributed significantly more to re-admissions than did 
the ‘Organic’ Group, in other words, were more likely to require short stay, 
possibly repeated, care as against the medium or long stay required of the 
‘Organic’ Group. The ‘Graduate’ Group contained more very long stay 
patients than either of the other groups. There were 206 patients in this 
group who had been in hospital for more than 20 years. However, it is of 
considerable importance to appreciate that a further 238 patients under 65 
years have been resident for over 20 years and will become ‘Graduates’ unless 
death overtakes them or a massive programme of resettlement in the 
community is undertaken. 

47 In the North-East Scotland there is a large number of long-stay mental 
patients under 65 years. From a total of 1,899 residents on 31st December 
1967, 1,238 (65 per cent) had been in hospital for two years or more, of whom 
650 {ie nearly half) were under 65 years. This is probably a reasonable 
reflection of the national picture and suggests that the most rational and 
effective means of reducing overcrowding is to plan comprehensive community 
services for the younger groups, as well as for the elderly. 

48 We think it pertinent to point out that there is still a large number of 
long-stay patients under 65 years of age in Scottish mental hospitals, many 
of whom might be cared for in the community. 

17 



Printed image digitised by the University of Southampton Library Digitisation Unit 



49 In this connection we would wish to make reference to 6 group homes 9 
set up as joint enterprises by mental hospitals and their neighbouring local 
authority services. Houses which are the property of a local authority are 
rented to a hospital which in turn takes, as tenants, discharged middle-aged 
or elderly patients. The younger ones go out to work. The rent and other 
living expenses are covered out of patients’ wages or, if they are unemployed 
or retired, out of the insurance benefits together with supplementary allow- 
ances from the Department of Health and Social Security. Although numbers 
so discharged from hospital are small at present (we know of such homes in 
Huntly, Elgin, Edinburgh, Musselburgh and Galashiels) this pursuit is an 
inexpensive and humane way of freeing patients from life in an institution and 
freeing hospital beds. 



Catchment Areas for Geriatric and Psychiatric Services 

50 It is essential that there should be co-operation among the various 
services. There are parts of Scotland where the catchment areas for geriatric 
and psychiatric services do not correspond. We quote two examples. 

In the West, those sectors of Glasgow, Dunbartonshire, Lanarkshire and 
Stirlingshire which are serviced by Stobhill Hospital in respect of geriatrics 
are supplied with psychiatric services by Bellsdyke, Gartloch, Hartwood, 
and Woodilee mental hospitals and by the psychiatric unit in Stobhill 
General Hospital. Again, in the South-East, Edinburgh is divided into an 
eastern and a western catchment area in respect of geriatric provision, but 
into a northern and two southern catchment areas for psychiatric services. 

It is also the case that local authority boundaries are not always co-terminous 
with those of hospital catchment areas. There are many instances where 
two, three or more local authorities are providing community services in the 
area of one hospital and conversely there are single local authority areas 
served by several hospitals. Such variation results in deficiencies in the type 
of service provided not only nationally, but locally. 

Assessment 

51 Under present conditions the primary assessment is carried out in the 
domiciliary situation by the general practitioner alone, or in consultation 
with the psychiatrist or the physician in geriatric medicine. Thereafter, 
when admission is considered necessary the usual practice is for a full assess- 
ment to take place in a geriatric or psychiatric assessment unit. Where the 
disability is purely or predominantly psychiatric not requiring the specialised 
attention of a physician, then the patient is directed to a psychiatric unit; 
a practice with which we agree. Usually mental disorders with a physical 
basis (infective, metabolic, nutritional, etc.) are directed to the geriatric 
assessment unit. Occasionally after admission the patient is found to have 
been wrongly placed. After discussion between the psychiatrist, the physician 
in geriatric medicine, and the local authority representative, steps can be 
taken to correct the situation. Various investigations suggest different 
proportions of patients wrongly placed and also show how the shortage of 
beds in either specialty can affect the direction of referral. 
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52 There is an alternative method of placement of which there is only one 
very r ecent example in Scotland 1 although several in England. In this the 
problem patient is admitted to a unit jointly staffed by psychiatrists and the 
physician in geriatric medicine, and joint assessment is carried out. 



The Operation of the Mental Health (Scotland) Act, 1960 

53 Of the eight and a half thousand elderly patients resident in Scottish 
mental hospitals and psychiatric units of general hospitals on 31.12.67, only 
3 per cent were detained under compulsory powers. Of the 4,042 admissions 
of elderly patients to these hospitals during 1967, only 8 per cent were made 
under compulsory powers. The majority of this 8 per cent {ie 278 of the 323 
compulsory admissions) were made under section 31 of the Mental Health 
(Scotland) Act, 1960, ie following a statement by a medical practitioner that 
it was urgently necessary for the patient to be admitted and detained in a 
mental hospital by reason of his mental disorder. 

Admission of Elderly Patients to Scottish Mental Hospitals in 1967 



Of the four thousand discharges of elderly patients (which include those by 
death), only 1-6 per cent were still under compulsory powers immediately 
prior to discharge. 

54 If we look more closely into the detailed figures which make up the 
7 per cent of elderly admissions under compulsory emergency powers, we 
find a variation among different hospitals and areas of between 2 per cent 
and 1 1 per cent. We believe that the aim of all concerned should be to 
keep to a minimum emergency admissions of the elderly to mental hospitals. 
A hurried compulsory movement from home into hospital carries obvious 
disadvantages to these elderly persons. It may moreover indicate action by 
the general practitioners to overcome the shortage of beds. The alternative 
that all planned and generally agreed measures be taken at an earlier stage 
in the illness requires considerable expansion of the psychogeriatric services. 

55 The great majority of the elderly who require treatment in a mental 
hospital accept it on an ‘informal’ basis, and the small number who have 
to be admitted compulsorily usually complete their in-patient treatment as 
‘non-compulsory’ patients. This is in the spirit of the Mental Health Act. 



Medical and Nurse Training 

56 Quite apart from the problems which the hospital and community 
authorities have in providing services for the psychogeriatric persons, it has 

1 Joint Assessment Psychogeriatric Unit, Robroyston Hospital, Glasgow, in conjunction 
with the Professorial Department of Geriatric Medicine, University of Glasgow. 



Informal 

Under Section 31 of the Mental Health (Scotland) Act 
Other Compulsory Admissions 



Number % 



3,719 92 

278 7 

45 1 



4,042 100 
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to be recognised that there has not been much initiative to provide proper 
training for doctors and nurses to equip them to meet the special needs of 
the elderly. 

57 There is very little exposure to geriatric medicine or to the psychiatric 
problems of the elderly in the undergraduate curricula in Scotland. This 
has led to a lack of professional interest on the part of students and doctors 
and has had an adverse effect on recruitment to geriatric medicine and 
psychiatry, while in fact work with the elderly has proved to be stimulating 
and rewarding. Instruction at postgraduate level has also been deficient 
with the result that many doctors have found themselves ignorant of and 
unprepared for the problems of the medical care of the elderly. This grave 
deficiency in undergraduate and postgraduate training will have a serious 
effect on the services of the future in an ever-ageing society. 

58 General registered nurse training includes eight weeks psychiatric nursing. 
There is some provision for geriatric experience but the majority of student 
nurses complete their training without having worked in a geriatric unit. 
A comprehensive basic training is under discussion but meantime a large 
proportion of the nursing staff complement of psychiatric hospitals and 
geriatric units are without any organised form of instruction. Unfortunately 
the prevailing conditions are often incompatible with the maintenance of a 
high standard of care and with the recruitment and training of staff. The 
staff of wards caring for excessive numbers of infirm and confused elderly 
patients cannot be too highly praised for the service they render under 
conditions of extreme difficulty. 
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SECTION III 



Summary of Deficiencies 



From our own first-hand knowledge of the present situation and the 
evidence gleaned from many quarters, it is apparent that there are many 
deficiencies m the care of the psychogeriatric patients. These may be 
summarised as follows: 



Lack of Basic Information 

60 We are still ignorant of the total extent of the problem, particularly of 
needs within the community. Few comprehensive community surveys have 
been carried out. 



61 1 h^re is no systematic organisation for the early detection of persons 
who are at risk and who are likely to need the help of the psychogeriatric 
services in future years. 

62 As regards the General Medical Services, insufficient use is being made 
of staff such as health visitors and home nurses to carry out early identification 
ot persons who would respond to treatment, or to give proper follow-up care. 



Defects in Organisation 

63 There is a lack of an overall integrated plan to co-ordinate the services 
for the elderly. 

64 While the responsibilities of the various authorities have been basically 
defined, there are very considerable variations in the interpretation and 
implementation of their duties, and this has led to incomplete provision of 
services. There is an absence of positive instructions to the various authorities 
as to the level of mental and physical states in elderly persons which warrant 
the transfer of responsibility for the patient from one service to another. 

65 Geriatric and psychiatric hospitals located in the same area frequently 
have different catchment areas , and it is at times difficult for local authorities 
to identify a hospital or hospitals as being responsible for the in-patient 
care of persons residing in their areas. 
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Gaps in Community Services 

66 Domiciliary supportive services are very uneven and frequently deficient 
throughout the country, and as a consequence patients are being admitted 
to and retained in hospital for social rather than medical reasons. There is 
urgent need for greater co-ordination of the health visiting, home nursing, 
home help, social work, visiting and meals services and an increased orienta- 
tion of some of them towards the older age groups. 

67 The Sub-committee has been made aware that at times there is a lack 
of good communication among the various services, and this is demonstrated 
most clearly at the time of a patient’s discharge. On occasions hospital 
authorities discharge patients without being aware of the full social circum- 
stances involved. Correspondingly the community services are at times asked 
to undertake the domiciliary care of a patient when they do not have the 
resources to carry out this task adequately. Thus the burden fails to a greater 
or lesser extent on the family. This can be a heavy and crippling responsibility 
on people who are not equipped to carry it out properly. Similar circum- 
stances can arise prior to hospital admission. The Sub-committee recognises 
the difficulties under which the hospital and community services work in this 
respect. However, it is our belief that the overburdening of the family in this 
manner can have an adverse effect on their mental and social well-being, and 
the authorities concerned should take cognisance of this factor. 

68 The housing policies of the past have directed effort towards increases in 
the total housing especially those for families, but little or no priority has 
been given to special groups. The provision of specially designed housing 
for the elderly is well below requirements for the elderly in the population 
in the country as a whole and is very low in certain areas. Facilities for 
exehange of housing from local authority or private housing to special or 
sheltered accommodation can be extremely difficult. The Sub-committee 
feels that there is a lack of involvement of health and social work personnel 
in the planning of housing projects and in the design of special housing for the 
elderly. 

69 Day centres, both those provided by local authorities or voluntary 
agencies are available only in a small number of areas, but yet these can 
provide helpful support. 



Institutional Care 

70 Serious deficiencies exist in institutional provision. 

71 More places in residential homes are required for manageable psycho- 
geriatric persons. On the whole, staff in homes are not given sufficient 
training, services and facilities to equip them to care for the mildly confused 
resident nor are the residents encouraged to accept them as members of the 
home community. The real difficulties exist in managing confused or 
disturbed old people in many of these homes where the accommodation is 
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fai from suitable. This particularly applies to former poorhouses and other 
large and soulless institutions. 



I 2 f ur ? ose bmlt hom f f°r the mentally infirm elderly are non-existent in 

f ° V . + ? WG J er ’ are to come into existence, precise assessment 

of needs foi this type ol care must be carried out by specialists. 

. T } e meilta * hospitals in Scotland are, for the most part, smaller than 
their English counterparts and many are located in or near the urban popula- 
tions they serve. The proportion of residents is greatly in excess of that in 
Englana and Wales, almost wholly because of the larger number of long-stay 
anc elderly patients that have been retained. Substantial upgrading of these 
hospitals has taken place since 1948 and some new buildings have been 
constructed Nevertheless the evidence of the Mental Welfare Commission, 
the Scottish Division of the Royal Medico-Psychological Association and our 
own visits have given us cause for concern. One cause for concern is that 
in these hospitals more remote from the communities they serve, segregation 

of patients f * om familiar places and people soon leads to the risk of permanent 
institutionalisation. 



74 Anothei cause for concern is that many of the mental hospital buildings 
are old and cannot be readily or realistically upgraded, at least one is in a 
dangerous state and must be evacuated and the fact of overcrowding itself 
imposes almost insuperable burdens on the administration when wards have 
to be cleared for upgrading. Dormitory accommodation is often used also 
ioi feeding and recieation. Toilet and ancillary facilities are substandard. 
Many elderly patients are in upstairs wards with no lifts leading to virtual 
incarceration of many patients who should normally be allowed much more 
freedom of movement. Some have to be carried up to bed. Fire risks are 
serious in these cases and fire drills create their own problems in mental 
hospitals. 



75 From replies received to a questionnaire sent to 22 Scottish mental 
hospitals, we found that out of 15,054 beds only 39 -7 per cent were on the 
giound floor. In older to make other beds available to elderly patients, the 
physician superintendents indicated that each of their hospitals would require 
at least one and as many as 20 additional lifts. Overall, it was estimated that 
an additional 71 lifts are required. While this may be a hi gh estimate, we 
feel strongly that this major deficiency should be critically examined. 

/6 Thus buildings which in many respects have been adequate enough for 
an ambulant population are becoming increasingly occupied by frail or even 
bedridden elderly. There is no standard laid down of the minimum space 
standards required for patients and we believe this deficiency should be 
remedied. Thus ‘overcrowding’ cannot be properly identified except when 
it is so gross as to be evident to all. The criteria laid down many years ago 
by the Board of Control have no relevance since its dissolution in 1960. 

77 In recent months regional hospital boards have been asked by the See- 
retaiy of State to identify "black spots’ in mental hospitals and some progress 
has been made to eliminate the worst of these. 
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78 The consequence of retaining elderly patients in acute or ground floor 
beds is that fewer beds remain for all other types of acute and short stay 
admissions. The only alternative meantime is for hospitals to institute waiting 
lists for psychogeriatric patients. 

79 The most serious effect of all these shortcomings is that as elderly mental 
patients are increasing in absolute numbers and becoming progressively more 
frail, many can no longer be accommodated in the limited ground floor wards 
available for them. The most acute overcrowding occurs in the case of the 
very elderly female patients. 

80 It is a paradox in mental hospitals that there are areas comparatively 
unoccupied and others where there is severe overcrowding. Frail elderly 
female patients cannot be transferred to upstairs wards or to male wards 
which are already partially filled, nor can they be retained in hard-pressed 
admission units. 

81 A further matter for concern in many mental hospitals is that facilities 
for clinical investigation are quite inadequate. Equally, opportunities for 
clinical research are minimal or non-existent. At the least this causes 
inconvenience and delays in carrying out these investigations. At the worst 
it means that medical practice falls far short of the modern standard. 

82 It has been brought to our notice that financial allocations for mental 
hospitals are not adequate to meet the growing needs. 

83 The remote location of some hospitals from homes of patients, the 
inadequacies of buildings, staff shortages and the slow rate of improvement 
in facilities for the proper care of the elderly have all conspired to create a 
series of secondary conditions which further worsen the situation. Regular 
visiting is in many cases impossible; the risk of accidents is increased; 
Members of Parliament and the Press express their concern; staff morale is 
reduced and recruitment made the more difficult. 

84 In the geriatric service the deficiencies in long-stay accommodation and 
services are of very much the same order as those in mental hospitals. Present 
demands for this type of accommodation already exceed available resources. 
These deficiencies have been outlined in a recent publication by Norton. 1 

85 Only one Joint Assessment Unit to carry out detailed assessment of 
patients presenting with mixed symptoms, physical and mental, is in operation 
in Scotland, and consequently there is a possible danger that some patients 
perhaps are not directed to the unit or hospital most appropriate to their need. 

86 Although there is a policy target figure in respect of geriatric bed provision, 
this would not appear to be based on concrete statistical evidence. There is 
no declared policy on provision for psychogeriatric patients in residential 
homes, general hospital units, or in mental hospitals. 

87 Day hospital places have not been introduced to any extent in Scotland, 
and these have much to contribute in maintaining the patient in his home 

1 Norton, D. Hospitals of the Long-Stay Patient. Pergamon Press, 1967. 
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environment. Lack of transport facilities has been a major stumbling block 
m the way of expanding day care facilities more rapidly. 

88 _ Staff shortages at all levels have been reported, but there is an absence 
oi information on the precise nature of these shortages. We understand 
that recruitment of junior medical staff is falling short of requirement because 
°f the greater attraction m other branches of the hospital service and in 
general practice. Recruitment to the nursing service is not keeping up with 
retirements and resignations and unless this trend is reversed a most serious 
situation is inevitable. The shortage of social workers, psychologists and 
occupational therapists is particularly acute at the present time since they 
could play a crucial role m the assessment, treatment and rehabilitation of 
the elderly and arrest the trend towards unnecessary long-stay in hospital 
These shortages apply with equal force in the community. 



Educational Needs 

89 Insufficient training and education is given to staff concerned with the 
care ot the psychogeriatric patient. Where training schemes do exist the 
persons involved are seldom given sufficient exposure to the practical problems 
of psychogeriatric care. 

90 There is a paucity of research in the field of psychogeriatrics despite its 
obvious and increasing importance. 



91 While there has been a steady and substantial increase in the number 
and proportion of elderly persons being cared for in mental hospitals, only a 
handful of psychiatrists have undertaken to accept a special responsibility for 
the care and organisation of the services for psychogeriatric patients. The 
development of the geriatric specialty from general medicine has not been 
parallelled in psychiatry although the need must surely be as great. 
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SECTION IV 



The Emerging Services 



Contact and Ascertainment 

92 It is dear from the Summary of Deficiencies that the information on 
the number and medical needs of the elderly with psychiatric disorders in 
the community is far from being complete, and that overall existing scarce 
resources in manpower and services are not used to best advantage in 
contacting and ascertaining the requirements of these persons. 

93 It would be profitable to carry out specially mounted ascertainment 
schemes on all these 65 years and over but it may not be practicable to 
implement this suggestion immediately or at the age level of 65 years. We 
have learned that a small number of these projects have already been carried 
out. While it is generally agreed that early diagnostic examination is most 
useful in middle-age, eg at 50-55 years, it is felt that there are greater adminis- 
trative and organisational advantages in a retirement examination. These 
investigations should be orientated towards ascertainment of physical, 
psychological and social needs. 

94 It is thought that the ascertainment of illness of the elderly in the 
community will remain largely the responsibility of the general practitioner. 
The importance of age/sex registers in this connection is important. The 
trend towards health centre teams will lead almost certainly to the detection 
of increased numbers of old people with mental illness. Doubt has been 
expressed whether the general practitioner would be able to undertake the 
progressively increasing burden of ascertainment, but he should be able to 
cope with this providing there is a continued expansion in the development 
of health centres and group practice and supporting workers become 
available. These workers would have an important role to play in the work 
of the health centre and the group practice where the emphasis would be on 
teamwork with the doctor having the co-operation of the social worker, 
health visitor, district nurse and other appropriate workers. 

95 Comprehensive at risk registers could be prepared with the arrangements 
outlined above. Provided they are constantly updated, they could make an 
important contribution towards achieving full contact with persons in need, 
particularly those who are infirm or have recently been bereaved, discharged 
from hospital or are isolated. 

96 In the geriatric service it is the normal practice for a physician in geriatric 
medicine to visit all patients, whether at home or in hospital, referred for 
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admission m order to assess whether or not admission is essential and, if so, 
what priority should be allocated. Such visits are carried out as part of the 
hospital duty and are clearly differentiated from the domiciliary consultation 
which is a separate tee-earning commitment. In this connection, the rmpa 

Report 1 made the following observations: 

When specialist help is required to assess the need of an elderly person this 
will involve referral to the psychiatric service or to the geriafric service 
or to the social work department or, indeed, to all three. The value of 
domiciliary consultation is recognised but in a comprehensive mental 
health service having good integration with the other services, assessment 
at a Hea t l C ®! ltre ’ out "Patient department or in a joint assessment unit 
Sll ^ ce - There may be occasions when a member of the social work 
department first comes to discern an elderly person’s need for medical 
assessment. We believe that the traditional pattern of referral should be 
retained, namely from the social work department to the general practitioner 
in the first instance, and thence to the desired specialty. 



97 We believe that there is great benefit, both to the geriatrician and the 
psychiatrist, m seeing the patient in his own home surroundings. 



Assessment 

98 While the advance in the patient’s condition is frequently gradual, at 
some point in time a firm and comprehensive assessment is required and this 
should normally be carried out by the general practitioner in the home, 
calling in social woik help as required, in order to decide on future help and 
management. This would be similar to the present arrangement except for 
one fundamental difference . is by achieving contact with old persons at risk 
as explained previously, it should be possible to have them referred at an 
earlier stage in the progress of their illness and it should in many cases be 
possible to cure, arrest or slow down the illness. The general practitioner 
must be able to call in the physician in geriatric medicine or psychiatrist as 
at present for advice on the diagnosis, management and placement of the 
patient. Encoui agement should be given to the physician in geriatric 
medicine or psychiatrist to visit the home to make pre-admission assessment 
to determine priority of admission. 

99 In the community the primary care health team comprising the general 
practitioner, health visitor, district nurse and social worker would, in the 
future, be based on health centres and group premises, and the team would 
have a vital part to play in assessment. In order that the general practitioner 
and the team can carry out their assessment properly adequate diagnostic 
facilities should be available at these centres or in hospital premises to which 
the team could have access. In cases where the assessment cannot adequately 
be carried out in the community by the general practitioner or the health 
team in association with the hospital specialist, then hospital assessment 
could take place in out-patient, day-patient or in-patient units. 

1 See paragraph 8. 
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Joint Assessment Units 

100 In paragraphs 51 and 52 we outlined the existing practice with mention 
of joint assessment units for psychogeriatric patients and in the evidence 
received we obtained somewhat varying opinions as to the necessity of these 
units. However, as a result of visits made to joint assessment units at 
Nottingham 1 and Redruth 2 , we feel that there is a place for these units, but 
that local conditions may affect priority of need. 

101 In the main the patients directed to the joint assessment unit would 
be suffering from diseases of the central nervous system and while the main 
clinical manifestations would be confusion and possibly incontinence, there 
would also be some degree of behavioural disturbance more pronounced 
than that which the average geriatric ward would be prepared to accept. In 
such cases it is not immediately clear whether they should be the responsibility 
of either the geriatric, the psychiatric or the local authority services. The 
problems which these patients pose require close liaison and co-operation 
between the physician in geriatric medicine and the psychiatrist. These units 
would bring about a closer integration of the psychiatric, geriatric and local 
authority services for the benefit of the patient and might be located adjacent 
to, and within the organisation of, the geriatric unit of the district general 
hospital when this comes into being. 

102 We would recommend that teaching hospitals should give serious 
consideration to include such units in their hospitals so that further experience 
can be gained and more detailed evaluation carried out. 

103 We envisage that after short stay assessment of any period up to a 
maximum of eight weeks final decision on placement should be possible. 
The patient would then be directed to the accommodation appropriate to 
his treatment and care: discharged home or to residential accommodation, 
or transferred to geriatric or psychiatric hospital ward. These units would 
be dynamic active sections of the service with the accent on rapid diagnosis 
and short-stay treatment or prompt transfer to the appropriate follow-up 
department. 

104 Multi-disciplinary staffing of such units would be essential for the 
successful diagnosis and treatment of patients with the multiple pathology — 
physical, mental and social — which it is envisaged would appropriately be 
admitted. As part of the geriatric department, it would be under the adminis- 
trative control of the consultant in geriatric medicine, but it would be essential 
that a consultant psychiatrist should have a contractual commitment to the 
unit. In view of the disturbed behaviour of the patients, the nurse in charge 
of the assessment unit, or indeed of a psychogeriatric ward, ideally should be 
qualified in both general and psychiatric nursing. 

105 On the assumption that the upper limit of duration of stay would be 
about eight weeks, we consider that approximately eight to twelve beds might 
be required for such a unit serving a total population of about quarter of a 

1 Joint Assessment Unit, St Francis Hospital, Nottingham. 

2 Psychogeriatric Assessment Unit, Barncoose Hospital, Redruth, Cornwall. 
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million. These beds would be in addition to and not included in the calculated 
requirements for geriatric and psychiatric beds for the elderly. 

106 The design of a joint assessment unit should be such as to permit the 
maximum flexibility in use for patients’ needs, depending on the sex, physical 
condition, mental state, and behavioural pattern of those requiring admission 
at any one time. The units are proposed as an additional facility in order to 
improve the service to those problem patients and so accelerate the assessment 
and direction of the appropriate unit of care. The necessary supporting 
beds must be provided in sufficient numbers in the geriatric and psychiatric 
units in the hospital and the residential accommodation in the community. 

107 7 he success of this type of unit and of geriatric and psychiatric assess- 
ment units is dependent on the availability of services, facilities and accom- 
modation in the community, and in hospital, in the required quantity to 
ensure a dynamic policy being carried out with the minimum duration of stay. 

108 The location of such a unit is of great importance. The full facilities 
and sei vices for the practice ot modern geriatric medicine and psychiatry 
are essential. By siting the unit adjacent to but not physically within the 
geriatric unit of the teaching or district general hospital, these should be 
available in full measure and close contact maintained with all other 
specialties. 

IOj* in the evidence submitted to the Sub-committee, it was emphasised that 
although comprehensive diagnostic facilities must be available the desire to 
carry out detailed investigations must be tempered by considerations of the 
patient s age and frailty . This may result in difficult ethical decisions, but 
it is fundamental that no patient, whatever his age, should be denied the 
advantages of modern advances in diagnosis and treatment. 

110 With such a concentration of staff and facilities of varied disciplines 
in and around the joint assessment unit, it is probable that in time it may 
come to be regarded as a focal point for discussion of the problems of the 
elderly. At any time patients may be the concern of more than one of the 
services, eg they could be receiving short-term assessment in the unit which 
would lead to further hospital care or return to the community involving the 
general practitioner and local authority services. The division of responsibility 
among these services cannot always clearly be defined and bringing together the 
staff involved at the unit may help overcome some of the difficulties involved. 

111 Much research requires to be carried out into the problems of ageing, 
particularly with regard to the deterioration in the mental faculties of the 
elderly, and a purpose designed joint assessment unit of the kind discussed 
here could provide a most useful focus for research investigation into the 
specific problems of this field. 



General Staffing Considerations 

112 The arrangements outlined in the preceding paragraphs on ascertain- 
ment and assessment, and those which are to follow, on the co mm unity and 
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other hospital services, will depend crucially on the availability of properly 
trained staff. We therefore think it prudent to comment at this stage of the 
report on a number of general staffing considerations which will be of 
fundamental importance to both community and hospital care. Certain of 
these points will be elaborated later in the report. 

113 With the steady increase in the number of psychogeriatric persons there 
will be a corresponding increase in demand for all classes of staff. A major 
problem in recruitment presents itself, particularly in the future community 
services (medical, social work, etc.) where the main developments should 
take place. In a service which covers so wide a field from the very centre of 
the community to the comparative isolation of the long-stay ward, the skills 
required are extremely diverse. Even among the main professional groups a 
high degree of specialisation is needed, but there is also ample scope for the 
relatively untrained. With proper supervision, many relatives, pensioners’ 
groups and youth organisations could play their part. 

114 Specialisation within psychiatry itself presents particular problems at 
this stage in the development of the mental health services since a recognised 
career structure in psychogeriatrics with adequate training opportunities, does 
not exist. However, there is a manifest need for psychiatrists to interest 
themselves in the psychiatry of the elderly and for some of them to undertake 
at least part-time and contractual responsibility for the psychogeriatric 
services if the present unsatisfactory situation is not to persist or even 
deteriorate. If the proper facilities can be offered, we believe that suitable 
people will come forward. 

115 In some group practices the trend towards general practitioners 
developing a particular interest and expertise in different specialties is growing 
and it is considered that the special interest in psychiatry or geriatric medicine 
of this nature could be of growing importance. 

116 The pending comprehensive basic nurse training will help to equip staff 
to care for the elderly in the hospital and in the community. Interchange of 
nursing staff between different specialties would have obvious advantages. 
The re-organisation of nursing administration under the Salmon structure 1 
provides opportunity for this, but for some grades of staff it will present 
difficulties owing to differences in salary scale. Nevertheless, the principle 
of interchange to broaden horizons needs to be borne foremost in mind 
when organising services for the elderly with physical and psychiatric con- 
ditions. The Sub-committee holds the view that the nursing staff of geriatric 
wards require a certain amount of psychiatric education in order to understand 
the mental problems associated with old age. 

117 We are. in broad agreement with the recommendations of the British 
Geriatric Society 2 on the nurse staffing of acute and long-stay geriatric wards 

1 nurse to 1*25 patients in acute (assessment and rehabilitation) geriatric 
wards and 1 nurse to 1*5 patients in long-stay geriatric wards — and we 

1 Report of the Committee on Senior Nursing Staff Structure, HMSO, 1966. 

2 Memorandum on Nursing Staff in Hospital Geriatric Departments. British Geriatric 
Society, 1968. 
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consider that these recommendations could be applied to psychogeriatric 
units. In the allocation of nursing staff duties for elderly patients in mental 
hospitals notice should be taken of those with special interests and personal 
qualities as well as appropriate training. It may well be that these would 
be quite distinct from those required of nursing staff in respect of other types 
of patients. 

118 We consider that health visitors and the domiciliary home nursing team 
have also a major contribution to make in this respect. 

119 With the advent of the recently implemented Social Work Act 5 we 
foresee the social workers playing an increasingly important part in the care 
of the elderly in the community and this development is most welcome. 



Community Services 

Special provision for the confused elderly 

120 Certain local authorities in the United Kingdom have been making 
very real attempts to carry out their obligations under the Mental Health 
Acts by planning specially designed homes for the elderly confused or setting 
aside a proportion of places in residential homes for elderly persons with 
mental conditions who can be managed in these homes. In a few areas 
health visitors and home nurses have been given special responsibilities for 
the care of the confused elderly. However, it is appreciated that local 
authorities have had certain limitations by statute and finance, on their 
ability to make special arrangements for the elderly. 

Legislative Background 

121 At the inception of the National Health Service in 1948 there was no 
special provision for the elderly other than those available to the general 
public; far less for the elderly person with mental illness. The National 
Assistance Act 1948 was the first piece of modem legislation in which some 
of the needs of the elderly were recognised and a duty was placed on local 
authorities to provide accommodation for persons who by reason of age, 
infirmity oi other circumstances were in need of care and attention not 
otherwise available. Local authorities were permitted to make such arrange- 
ments through the agency of voluntary organisations. The Mental Health 
(Scotland) Act, 1960, conferred new powers on local health authorities to 
cater for persons with mental disorder, and it emphasised care in the 
community, but the special needs of the elderly were not mentioned. The 
Health Services and Public Health Act, 1968 conferred general powers on 
welfare authorities 1 to make arrangements for the welfare of elderly people, 
as distinct from the former specific powers under the National Assistance 
Act to provide residential accommodation, meals and recreational facilities. 

122 During the first twenty years of the National Health Service there have 
been numerous acts and departmental memoranda outlining what should 
be done for the elderly in the community, but in the main these have been 

1 Now provided under Social Work (Scotland) Act, 1968. 
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of a permissive nature. Even in instances where legislation has been manda- 
tory it is doubtful if the guide lines as to the level of provision have been 
sufficiently well defined, and moreover financial problems have often frustrated 
the efforts of forward-looking authorities. 

123 The issue has been further complicated by the partition of local authority 
social functions into different departments, eg children, welfare, health, 
probation, housing, etc. This had perpetuated the fragmentation of the 
total resources of the social workers, and the elderly in the community 
tended to be in the most vulnerable position as in no case were they the 
statutory responsibility of any one department or committee, and therefore 
they had no particular group to fight for their cause. In short it meant in 
many areas a lack of interest and direction of resources in a massive problem. 



The Social Work (Scotland) Act, 1968 

124 This Act came into effect on 17th November, 1969 and it brought 
together all the local authorities’ social services, children, probation and 
welfare, including the care of the elderly and handicapped persons. The new 
social work departments have taken over the social welfare aspects in services 
for the mentally disordered and in the aftercare of illness. The ascertainment 
of mental deficiency, and other functions relating to medical, dental or nursing 
care or health visiting, are retained by the local health departments. 



Co-ordination of Health and Social Work Departments 

125 In view of the special situation in respect of the elderly where multiple 
pathology, physical, mental and social is so common, the Sub-committee 
feels that they must re-emphasise the great importance of close co-operation 
and collaboration between social and health services. The medical officer 
of health still has a duty of ascertainment of mental deficiency in the 
community although it is a function of the social work department to make 
arrangements for the care of these persons. Furthermore, the medical officer 
of health, health visitor, district nurse, in association with the general 
practitioner have a responsibility to screen for unknown need — physical and 
psychological, and in so doing they may often uncover social need, 
particularly in the elderly. In order that these duties may be carried out 
effectively there must be the closest co-operation between the medical officer 
of health and the director of social work. Early reports received in this 
connection are encouraging and it is hoped that these augur well for the 
future. 



Development of Social Work Services 

126 With the reorganisation of Social Work Services under local authorities 
it will be expected that the new departments of Social Work will take an 
increasing and substantial burden of care for the elderly mentally i nfir m. 
The present scarce resources of staff will, we understand be deployed in a 
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mors effective manner than hitherto by the introduction of the Social Work 
team. They will also have a number of new statutory powers relating to the 
giving _ of advice, guidance and help to persons in need together with the 
provision of a variety of types of residential accommodation all of which 
will go a considerable way to meet the pressing needs of the elderly. There is 
a cleai need to supplement the statutory services by the intelligent deployment 
of the sei vices of those voluntary agencies known to be interested and 
enthusiastic in the field. We appreciate that financial considerations are for 
the moment overriding and unless additional finance is made available the 
developments to which we refer here and elsewhere could not be brought 
about. 



Mental Health Co-ordinating Committees 

127 These committees have performed a useful function and have now to 
look to the director of social work for guidance insofar as the community 
care of the mentally disordered is concerned. Nevertheless, we believe that 
it is vital that the medical officer of health should continue to be closely 
identified with the work of these committees. 



Health Centres 

128 Undoubtedly as the health centre programme expands this in itself 
will help to be a focal and liaison point for those concerned with the 
community care of the elderly. 

129 The unification of the social work service for all age groups, in one 
department and the trend towards integration and unification of health 
services should produce an opportunity for a partnership between these two 
groups of services which it would be folly to miss. 



Domiciliary Services 

130 There is no doubt that the ideal is to maintain the confused old person 
in his own home, but many difficulties arise in trying to achieve this objective 
not the least of which is that so many old people live alone. Another is 
that of transport to enable the elderly to make use of the varied services in 
the hospital and the community available to them. House size, design and 
location can all affect the level of independence to a very great degree. The 
patient should be kept as fit as possible, physically and mentally so that he 
can stay in his own home without endangering his health and well-being and 
without causing undue hardship to his family and neighbours. From almost 
every quarter strong pleas have been made to improve and extend these 
services to help maintain the patient at home: seen by many to be the prime 
objective in any community care system. 

131 However, it could well be that in the name of ‘community care’ too 
great a burden is being placed on relatives, poorly supported by the community 

33 



Printed image digitised by the University of Southampton Library Digitisation Unit 



services. It is essential that all the help relatives require to maintain the 
patient is forthcoming, and, if necessary, by alternative types of care. 

132 These services are mainly provided by local authorities although 
voluntary organisations are playing a very important part. It is, however, 
necessary to ensure that these services are directed to those most in need, 
and therefore, the general practitioners and the other partners in the assess- 
ment team must play a vital role. Various suggestions have been put forward 
as to how these services might be organised. Though the ultimate responsi- 
bility lies with certain authorities who must be free to deploy their staff as 
they think fit, the most effective arrangement might be for the general 
practitioner to act as the co-ordinator in co-operation with the other interested 
individuals. 

133 There is a vast range of domiciliary services which are available. The 
following is a list of these, no doubt incomplete, with our comments on how 
they might be further developed. When discussing domiciliary care it is 
often overlooked that the visits by the general practitioner , geriatrician and 
psychiatrist , not to mention other specialists, are often instrumental in 
maintaining the patient in his home environment. They must be regarded 
as an essential part of the domiciliary care team, and the Sub-committee 
would wish to recognise this contribution. 

134 The health visiting service has a key role to play because the health 
visitors are often aware of the needs of the old people from the outset, and 
in fact may be instrumental in bringing them to the attention of the various 
services through their visiting and ascertainment programmes. They are 
in an ideal position to assist with liaison arrangements with other domiciliary 
workers, and to help co-ordinate services. Such collaboration enables the 
‘at risk’ elderly, eg the over 75’s, the infirm, the bereaved and those living 
alone, to be found out and supported much more effectively. 

135 It was disturbing to learn that in certain areas health visitors have been 
spending a very small proportion of their time in the care of the elderly; 
less than 1 per cent of visiting time in certain instances. It is known that 
certain health visitors do not regard the care of the elderly members of the 
community as part of their concern, and it is considered that the outlook of 
such health visitors requires to be altered to cater more for the needs of the 
elderly, particularly so far as ascertainment is concerned. We feel it would 
be helpful if health visitor training could include emphasis on the problems 
of mental illness in the elderly. A report 1 has been published on attachments 
of local authority nursing staff, including health visitors to general medical 
practice and it has been accepted by the Secretary of State. While we 
appreciate the concept of the ‘family 5 health visitor, we are disappointed 
that no specific mention has been made in the Report of the need for health 
visitors to devote more of their efforts to the elderly. 

1 Report of the Attachment of Local Authority Nursing Staff to General Medical Practice 
by a Joint Sub-Committee of the Standing Nursing and Midwifery Advisory Committee 
and the Standing Medical Advisory Committee. Scottish Home and Health Department 
( 1969 ). 
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136 1 he recently published report on the Home nursing service in Scotland 1 
recommends that the staffing basis of the service in the future should be the 
nursing team, comprising the district trained registered general nurse, the 
enrolled nurse with district training and nursing auxiliaries. Members of 
the team will be able to apply their skills to the psychogeriatric patient in 
much the same way as any other group of patients. 

137 Concern has been expressed at the lack of supervision of drugs given 
to elderly patients living at home, and in this connection the nursing members 
of the team can help to ensure that the patient gets his medication in the 
prescribed dosage at proper intervals. Very little use is being made of 
auxiliary nursing staff in the community services. This team organisation 
should help meet these points. 

138 We understand that the report has been generally accepted by the 
Secretary of State, and we welcome the Report’s recommendations that there 
should be more attachments of home nurses to general practice and that it 
should be a part of a home nursing service to provide a ‘night-sitter 5 service 
to enable more patients to be looked after at home by relatives. We consider 
that a ‘night-sitter’ service for psychogeriatric patients is essential in emergen- 
cies, when it may not immediately be possible to obtain a place in an 
appropriate hospital. While this report is a step in the right direction, we 
feel that emphasis might have been placed on the needs of the elderly, 
particularly the psychogeriatric patient, who are liable to be the main users 
of this home nursing service. 

139 In view of the great importance of chiropody services to the continued 
mobility of the elderly more encouragement and incentive could be given to 
chiropodists to make more domiciliary visits to the elderly. 

140 The services of the aurist, dentist and optician should be readily available 
to those in need; especially as a preventive measure before physical and 
mental disability becomes established. 

141 Occupational therapy at present plays a very small part in the domiciliary 
psychogeriatric service. We understand that only a small number of local 
authorities in Scotland employ qualified occupational therapists in domiciliary 
duties. Most of the psychogeriatric patients referred to the domiciliary 
occupational therapy service are suffering from physical disabilities, but in 
many cases the occupational therapists find their training in the psychiatric 
field to be helpful to patients with psychological problems, and there may 
be a case for expanding this part of the domiciliary service for patients. 

142 Physiotherapy can also play an important part in maintaining the old 
person at home, and this service is highly desirable, but to extend it widely 
on a domiciliary basis may depend on the availability of married women who 
would be prepared to work on a part-time basis. 

1 The Home Nursing Service in Scotland. Report of a study group in the field of work 
and organisation of the local authority home nursing services. Scottish Home and Health 
Department (1969). 
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143 Aids for the disabled can be supplied by the local authority in individual 
cases. These include ramps, handrails, etc. Many safety devices, such as 
fire guards, and aids to daily living, such as special taps and non-slip maps 
for baths, special cooking appliances or alterations to equipment, etc. can 
also be made available. 

144 A home-help service staffed by persons who have undergone some 
in-service training to equip them for work with the elderly psychiatric patient 
can be of great assistance. It has been suggested that both men and women 
should be engaged for this task. Their hours of work have, however, to be 
fairly flexible. This field of service has clearly to be extended so that weekend 
cover and perhaps evening duties can be undertaken. The remuneration 
of this worker requires to be closely examined with a view to recruiting more 
candidates of the right aptitude and personality for this job. 

145 We feel that there is a good case, particularly in this field, for having 
two grades of home help. One grade would carry out the basic duties expected 
of a helper in the home, the cleaning, cooking and going errands, which are 
all essential tasks. The other grade, smaller in number, would be attractive 
to people who through interest, personality and ability would be more 
tolerant towards the special demands made by the psychogeriatric person, 
or indeed any other patients who need a little more care and attention than 
can be expected of the basically trained home help. Obviously a higher rate 
of remuneration would have to be given to compensate for the greater stress 
that would be involved, rather than the possession of a higher degree of skill 
or of additional responsibility. We believe that their services would be 
extremely helpful, and it would perhaps give greater job satisfaction to home 
helps who feel that they can contribute more than carrying out the routine 
household tasks. 

146 The home help need not always spend a great deal of time in the home 
of one elderly person. Visits should be shorter so that they could be carried 
out more frequently and possibly more people could be covered, particularly 
if transport could be organised for the home help service. The problem of 
travelling time would be eased to some extent if there were more grouped 
houses for the elderly. For the very old, however, home helps might be 
called upon to cook certain meals. 

147 The Sub-committee consider that the local authority should have a 
mandatory duty to provide meals services for the elderly who are in need. 
This could be by direct arrangements or by contractual agreement with 
voluntary bodies. Expert dietetic advice is essential for this particular section 
of the community who are liable to nutritional deficiency due to their mental 
state. Dieticians should therefore be appointed to these services. 

148 It should be stated that the value of this service is not purely in the 
provision of meals, but in the provision of social contact which can assist 
with assessment, supervision and the reporting of progress. 

149 The meals on wheels services are greatly appreciated by those receiving 
them. The findings of a recent survey by the Department of Social Medicine, 
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University of Edinburgh, and the Scottish Old People’s Welfare Committee 
are due to be published later this year. The survey has demonstrated that 
while the majority of recipients were referred due to physical disability, 13 per 
cent were referred because of mental handicap. This service provides a 
psycho-social benefit as well as a nutritional one. There is a need to expand 
the services to increase the nutritional benefit but also to improve the social 
contact by more frequent provision of meals and by longer contact at the 
time of delivery. The ideal would be to provide a seven day service, but we 
realise the difficulties which this might involve. 



150 Lunch clubs also provide a valuable service and increased transport and 
expansion of this service is required. Fewer of the psychogeriatric persons 
benefit from this than the meals on wheels service due to transportation 
difficulties. Eighteen per cent of the meals on wheels recipients were confused 
as compared to 6-8 per cent of the lunch club members in the above survey. 

151 Day centres have an important role in the prevention of mental 
deterioration. In Scotland there are no local authority centres of this type. 
There are certain excellent centres provided by voluntary agencies, but these 
cater mainly for the mentally alert. The Sub-committee considers that there 
is a need for expansion here and also for facilities to be provided at the centre 
for the mildly confused, who could be entertained and occupied during the 
busy hours of their relatives. This measure would go some way to avoid 
or delay admission to institutions. Day centres have quite a different role 
to the day hospital and support to elderly persons at a much earlier stage 
in frailty is desirable. 

152 A properly organised laundry service has much to contribute to the 
maintenance of elderly persons at home. There is a place for the expansion 
of the use of disposables with the appropriate delivery and collection service. 
Domestic disposal of these items can be a serious problem. 

153 The importance of social security benefits are abundantly clear and 
therefore there must be good co-operation and communication among the 
social security officer, the social worker and health services workers in order 
that the elderly persons may easily be advised of and obtain the full advantage 
of these benefits. 

154 Voluntary help can also play a useful part by providing visitors, sitting-in 
service, lunch clubs and social clubs. Efforts made by youth organisations 
with schemes for assisting old people with outings, shopping, home decoration 
and cleaning should be encouraged if they are under proper supervision. 
However, we wish only to make a brief reference to these at this stage, because 
the role of the voluntary worker and organisation is examined in greater 
detail in paragraph 158. 

155 There is a need for much greater publicity and dissemination of infor- 
mation on the facilities both to those in need and to their advisers. Local 
authorities might publish annually full details in some simple form so that 
those in need may be made aware of how to obtain help. 



37 



Printed image digitised by the University of Southampton Library Digitisation Unit 



156 The aim is therefore to achieve as many contacts as possible and to 
give all the support which is practical to maintain the elderly at home. 
Where these measures fail or elderly persons require supportive services to 
such a degree that it is financially impractical, then they will require admission 
to a residential home or to hospital after suitable assessment. 

Assistance by Relatives and Friends 

157 Undoubtedly relatives and neighbours carry a considerable burden in 
the care of the elderly confused either by accommodating them in their own 
home or keeping in regular contact. If these relatives and friends were not 
prepared to undertake this responsibility, it would throw an intolerable strain 
on the community and hospital services. It has therefore been put to the 
Sub-committee that all possible support and assistance should be given to 
these persons. Steps might be taken through various educational means of 
encouraging relatives and friends to cope with variable, unpredictable and 
often exasperating behaviour. Sitter-in services, holiday and emergency 
admissions of old people to residential homes and hospitals will go a long 
way to making the burden more acceptable. For a long time now it has 
been known that relatives, particularly women, give up their regular employ- 
ment either on a long-term or short-term basis, or they may lose earnings 
because their attention is required on a certain day or time each week or 
month. It has been recommended by many that there may be a case for 
financial reimbursement for loss of earnings in these circumstances. We are 
in sympathy with this proposal and suggest that its implications be further 
examined. 



Voluntary Services 

158 For many years there will be a shortage of social workers to deal with 
all old persons in each general practice or in areas associated with health 
centres. The professionally trained social worker should make contact with 
the voluntary agencies and mobilise and co-ordinate their activities in such 
a way that the greatest number of those in need can be supervised and 
supported. This would enable the skills and experience of the professional 
to be used to the greatest advantage. In the area of mental health assessment 
the voluntary worker could be trained to recognise changes occurring between 
visits — especially in persons liable to breakdown — and bring these to the 
attention of the professional worker. These voluntary workers if properly 
selected and trained could be of considerable assistance to the professional 
social worker. In the field of ascertainment, ministers and priests could also 
play an important role, especially if courses could be organised to equip 
them for this task. 

159 While voluntary associations of every kind should be given encourage- 
ment to provide services they should not be expected to undertake commit- 
ments which should be carried out by central and local government. 

160 The need to provide some degree of training for the voluntary worker 
has been recognised by organisations such as the Scottish Old People’s 
Welfare Committee and the Edinburgh Council for Social Service which 
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organise training programmes for persons wishing to participate in the care 
of the elderly on a voluntary basis. 

161 Workers who have or are about to retire have frequently a special 
interest and understanding of the needs of the elderly, and we have been 
greatly interested to hear of organisations such as the Glasgow Retirement 
Council and various other retired employees’ associations which encourage 
their members to participate in voluntary work of this nature. 

162 It is known that many of the younger retired citizens have a special 
interest in the problems of the older and less fit retired person, and they have 
a very real appreciation and understanding of the needs of these persons. 
We believe that these people should be encouraged to support and assist the 
more aged in the community. 

163 The Sub-committee has been impressed with the role played by ‘friends 
of the hospital’ organisations which can do so much to bring the community 
help into the hospital area, and such activities are to be commended. 

164 There is also a system of street wardens which has proved its value in 
certain areas. Under this arrangement each street has a volunteer who 
undertakes the inobtrusive observation of the elderly people in that street, 
and has the responsibility of seeing that if the need arises the proper authorities, 
voluntary or statutory, are informed. This system is more one of observation 
but it provides a valuable addition to the services for the elderly members of 
the community. 

165 We have noted, with interest, the recently published AVES report 1 on 
the voluntary worker, and in so far as its recommendations relate to the care 
of the elderly we agree with its findings. We are particularly gratified to find 
that it confirms that there is a place for the voluntary worker in the expanding 
social services, and that there should be a full-time or part-time organiser 
of the work of volunteers so that their services may be properly co-ordinated 
and used to best advantage. The report is in harmony with a view we have 
expressed earlier regarding the recruitment of recently retired persons to 
carry out voluntary work as these people have much to contribute, particularly 
with regard to the care of the elderly. 



Housing 

166 Our evidence shows that a very considerable expansion in the number 
of houses for the elderly would play a crucial role in prevention of many 
psychiatric and psychological disabilities of the aged. Where housing of 
this kind is in limited supply, as at present, it is likely to be made available 
to the more fit elderly. Anderson and Cowan 2 in the Rutherglen researches 
demonstrated the link between physical ill-health and mental breakdown. 
Physical support in an easily run house will reduce this liability. Isolation 
is a frequently quoted cause of depression. The grouping of the dwellings 

1 The Voluntary Worker in the Social Services, National Council for Social Services, 1969. 

2 Members of the Sub-committee. 
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with the availability of contact with the warden and neighbours will greatly 
reduce this danger. 

167 We were unable to obtain specific figures for Scotland or to conduct 
researches into the ratio of homes required in Scotland in the time at our 
disposal but we would recommend that Professor Townsend’s suggestion that 
50 sheltered houses are required per 1,000 elderly persons should be carefully 
considered by housing authorities. In clearance schemes local authorities 
should include the provisions of sheltered housing as well as ordinary housing 
in sufficient numbers to meet the needs of the elderly. 

168 Health and social work staff have much to contribute to the planning 
and design of special houses for the elderly, and we consider that they should 
be consulted and involved in these exercises. Careful attention should be 
given to the siting of these projects which should be near post offices, churches, 
shops, pubs, etc. with easily available transport and other amenities. 

169 Facilities for exchange of housing from local authority or private 
housing to special or sheltered housing should be made easier. 

170 The companionship and support of the grouping combined with the 
simplification of domestic management will go far to enable mildly confused 
elderly persons to remain in the community. This kind of housing provision 
supported by adequate medical, nursing, social work and domestic community 
services could be the most far reaching new development in the psycho- 
geriatric services. 



Residential Homes 

171 When it is established that patients can no longer be maintained in 
their own homes, but yet are not really in need of hospitalisation, every 
attempt should be made to secure a place in an appropriate residential home. 
For many years now it has been known that patients are finding their way 
into long-stay hospital accommodation, particularly psychiatric accommoda- 
tion, because it has not been possible to place them in an appropriate 
residential establishment. In these cases admission has been determined 
more on social need, than on the patients’ actual medical requirements, and 
once they have been accepted by the mental hospital, it has been exceedingly 
difficult to obtain a more suitable alternative placement. In certain large 
mental hospitals, particularly of the type serving a widespread rural catchment 
area, there are fairly large numbers of patients occupying beds or places in 
sections of the hospital which might almost be deemed as accommodation 
which should have been provided by the local authorities under Part III 
of the National Assistance Act, 1948. 1 It has been necessary for these 
hospitals to admit and retain those patients mainly because there are no 
suitable places for them in residential homes in the community. 

172 There can be little doubt that many patients and indeed their relatives 
are unwilling to agree to admission to a mental hospital and this is especially 

1 Now under Social Work (Scotland) Act, 1968. 
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so if they are aware that other accommodation might be available. In this 
connection the effect on the personal feelings of the patients and their relatives 
must not be underestimated or ignored. 

173 Obviously there are many advantages in having the closest liaison 
between hospitals and residential homes so that there can be flexibility in 
the interchange of patients and residents. 

174 If admitted from the home to the hospital, it is our view that a resident’s 
place in the home should be retained for him until such time as his hospitalisa- 
tion becomes permanent. We understand that this would not necessarily 
mean vacant places being kept open, because there is always a demand for 
short-stay admissions which would take up these temporary places. A 
similar arrangement would also have to apply from the hospital side. 

175 The number of old persons with mental infirmities in residential homes 
and the degree of the infirmities which are regarded as being tolerable or 
acceptable varies greatly throughout the country. There are advantages in 
organising homes in such a way that a varied group of residents may be 
catered for. The more active can help others who may be failing mentally 
or physically. Obviously, however, these residential homes are designed 
mainly to accommodate old persons who are reasonably fit but are not 
capable of looking after themselves at home. Residential homes are lightly 
staffed in comparison with hospitals and it is not intended that they should 
be capable of looking after the old persons who are confused or disturbed 
to such a degree that mental nursing is required or who are regularly 
incontinent or bedfast. Therefore, the staffing of the home is the main 
limitation on the degree of disability which debars admissions and causes 
transfer to hospital. The physical lay-out is also of importance in that even 
the mildly confused patient may wander out of the grounds, or come to 
grief on some physical hazard within the home, such as stairs. If the homes 
are not specially designed and staffed to obviate these difficulties, then there 
is a very severe limit on the confused persons who can be admitted. 

176 The Sub-committee has considered the possibility of defining the degrees 
and categories of mental illness which should be accepted by a residential 
home, but they did not regard this as a practical proposition; each person 
must be considered individually. There will be a natural tendency for a 
proportion of the residents, as time goes by, to become confused. In the 
main these persons should be retained in the homes. However, when a person 
with a similar degree of confusion is being considered for admission to these 
homes, it would be unwise to risk disturbance to other residents by such an 
admission. Although these individuals may seem alike from the clinical 
point of view they are, in fact, very different in the problems they pose. 

177 In paragraph 100 the functions of a joint assessment unit have been 
outlined in some detail, and it will be seen that the Sub-committee envisages 
that the unit will become a focal point for discussion among the representa- 
tives of the various services. It is anticipated that, over time, the continuing 
discussion of individual cases by members of the various disciplines will lead 
to a clearer definition of responsibility among them. 
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178 On the question of trained nurses in residential homes, the evidence 
was conflicting. There is a distinct benefit in having qualified nurses on the 
staff, but at the same time we were impressed in the course of our visits by 
the quality of care and the desirable informality of homes manned by non- 
professional staff. Nevertheless, consideration needs to be given to training 
of staff of residential homes on the basic health problems of the elderly 
and the procedures for dealing with them. The domiciliary nursing service 
to patients in residential homes might be expanded and the residential homes 
staff encouraged to make more use of this service. This was demonstrated 
in a home of twenty-five residents where the local district nurse took a 
personal interest and gave specific treatment when required and instructed 
staff on its maintenance and basic nursing care. Several United Kingdom 
training courses for matrons of homes have been established and it is to be 
hoped that these might be further developed to meet the needs of situations 
where a trained nurse is not appointed. 

179 While it may not really be within the terms of the Sub-committee’s 
remit to make recommendations on the development of the residential home 
programme, it is considered that account must be taken of this, because of 
the desire to see more mildly confused elderly persons being accepted in these 
homes. Practically every organisation and individual that has submitted 
evidence to us has advocated the need to provide more places of this type in 
purpose built homes. The accommodation should ideally be on the ground 
floor, and a high proportion of single rooms should be made available so 
that old persons can keep some of their possessions. A Departrnental Note 1 
has been prepared giving guidance on the planning of residential homes and 
it recommends tnat smaller type homes should have a maximum of forty 
places and homes which are situated in high density urban areas should have 
up to sixty places. These would appear to be desirable limits. Homes should 
be built as part of the community with which the residents have been 
associated. On the staffing of these homes, the Sub-committee has studied 
the recommendations of the Williams Committee 2 and these are mainly 
supported. 



Special Homes for the Mentally Infirm 

180 Reference has been made to the benefits of maintaining the psycho- 
geriatric person at home and to the need for residential homes to accommodate 
manageable patients with psychogeriatric conditions, but additionally there 
is a need for specially designed homes to cater for the elderly confused person. 
These homes can provide much more appropriate accommodation for many 
old people who otherwise would be compelled to stay in the unsatisfactory 
long-stay wards of mental hospitals which are not suited to their need. In 
the homes of this type which the Sub-committee visited, the members were 

agreeably surprised to learn of the degree of confusion which can be adequately 
handled. ' 3 



* Su + ?. g ? st i? ns : or Guidance in the Planning of an Old Persons’ Home, Note of Guidance, 
Scottish Development Department. ’ 

Williams, G. (1967). Caring for People; Staffing Residential Homes. Report of the 
Committee of Enquiry, London. 
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181 We think that a more detailed account of one of these homes would be 
of interest. 1 Many of the residents had quite marked degrees of mental 
abnormality. One third of them were occasionally incontinent and a further 
third required some assistance with dressing. Two thirds were on medication 
given out by the matron or her assistant. The problem of wandering had 
been overcome to some extent by the ground floor being designed on the 
open plan system with numerous window bays where the patients could sit 
in comfort. The general practitioner handled the day-to-day medical care 
of the patients. There was close contact with an associated psvchogeriatric 
unit, and generally it was the policy that no patient was admitted without 
first having been assessed in the psychogeriatric unit. No member of the 
staff had any formal nurse training. 

182 Under present conditions patients such as these are placed in mental 
hospitals when in fact a special home for the elderly confused would be more 
appropriate. We believe that there are many advantages in homes of this 
type as compared with hospital type accommodation. Such homes developed 
to date are relatively small with 30-50 places, and therefore it is possible to 
build them in locations which do not physically separate the residents from 
their former home environment or their relatives and friends. In this way 
the community ties with the home become very strong. 



183 There are considerable financial advantages as both the capital and 
revenue costs are very much lower than the equivalent expenditure required 
to provide the same number of beds in psychiatric or geriatric hospitals. It 
has been drawn to the Sub-committee’s attention that certain local authorities 
have plans to develop such homes, but they have been prevented from doing 
so because of financial restrictions. We are also aware of the dilemma which 
these authorities find themselves in at times when they have to decide on the 
relative priorities of expansion in their health and social service provision. 
This situation may be somewhat aggravated when it comes to providing 
places for the elderly mentally infirm whose needs, in the main, have had to 
be undertaken by the psychiatric hospital, principally because no suitable 
care could be provided elsewhere. There may, therefore, be a case for a 
re-appraisal of the financing of these projects, for instance by the central 
government increasing the capital and revenue expenditure grants to the 
local authorities for this purpose. It is appreciated that this would probably 
require a change in the present legislation under which these grants are made, 
but this should not be regarded as an insurmountable obstacle. The possibility 
of some joint financial arrangement being reached between the hospital and 
local authority concerned might also be examined. 



184 At present hospitals are finding it exceedingly difficult to recruit staff. 
From the information we have received on the homes of this type which are 
already in operation it appears that the majority of the staff need have no 
formal nurse training, although suitable in-service training would no doubt 
help them to meet the demands of the elderly confused residents with whom 
they will be dealing. Locating these homes at smaller centres of population 
and in residential areas would make recruitment and retention of staff easier. 

1 ‘The Green’, Redruth, Cornwall. 
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Generally there is less competition for labour in these areas, as compared to 
the more urban areas where new hospital developments of the future will be 
located. These smaller homes will be more attractive to the staff and residents, 
as there will be a more personal service which is difficult to achieve in a larger 
institution- 

185 The homes of this type examined by the Sub-committee have been 
provided by the local authority, and they are located outwith the hospital 
precincts. This would seem to be preferable to having them located in the 
grounds of mental hospitals which might tend to destroy the environment 
which these homes endeavour to create. It would be essential that the 
residents should be assessed by the physician in geriatric medicine or 
the psychiatrist or in a joint assessment unit prior to admission to the 
home. 



186 The general practitioner would be expected to handle the day-to-day 
care of the patients, but a psychiatrist should be associated with the home 
to give guidance and care when required. The accommodation and staffing 
should be similar to that provided in ordinary residential homes, taking 
account of special design points referred to in paragraph 188 to cater for 
the mental infirmity of the resident. It is, however, debatable whether the 
matron and assistants should have nurse training. The success of units of 
this type built to date and the financial advantages make further development 
highly desirable, and so pressing is the need that all avenues of financing 
them should be explored. Early guidance should be given by the central 
government so that these homes are included in the development plans for 
the immediate years ahead. 



187 The Scottish Home and Health Department carried out a survey of the 
physical and mental states of old people in residential homes and geriatric 
and psychiatric units in South-West Scotland in an attempt to determine the 
type of care which seemed most appropriate to these people. For comparative 
purposes separate clinical ratings were carried out by a consultant in geriatric 
medicine and by a psychiatrist. The findings of the survey and the judgments 
of the consultants were not always in agreement— probably because of 
problems m methodology peculiar to this study. Nevertheless there was a 
very firm consensus of opinion indicating that for a number of patients in 
residential homes and hospitals, particularly those in mental hospitals, a 
special home for the mentally infirm would be more appropriate. From the 
information gained from this survey and other evidence received we would 
recommend that there is a need for approximately 5 places in these homes 
per 1 ,000 elderly persons in Scotland. On the basis of the present population 
WOuld require approximately 3,000 places now and 3,500 by 
1988. These figures do not take account of persons in the community whose 
needs have not been assessed. 



188 A * lst ot points which local authorities and architects might have in 
4ppe ^ amdn ^ s P ec ial homes for the mentally infirm is given in 
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Other Hospital Accommodation and Services 

Future responsibilities of Geriatric and Psychiatric Services 

189 Reference has already been made to the deficiencies existing in some 
mental hospitals. The Sub-committee wish to recommend a change in policy 
which it will not be possible to implement at once due to lack of the necessary 
facilities, but they feel that planning should be carried out in line with this 
policy. 

190 The following points should be given serious consideration : 

0) The geriatric service would be responsible for short, medium and long- 
stay beds for the physically ill elderly patients as at present. 

(b) The same service would also be responsible for those with mental 
disability in the ‘organic’ group provided: 

first that the accompanying physical disability is such as requires the 
nursing and therapeutic services available there 

and second that they do not require specialist mental hospital care and 
treatment by reason of disturbed behaviour. 

0 ) Short, medium and long-stay beds for patients with functional mental 
disorder and for those in the ‘organic’ group who require specialist 
mental hospital care and treatment as in ( b ) would continue to be 
provided at the mental hospitals. 

(d) The mental hospital would also be responsible for those with mental 
disability in the ‘organic’ group where there is no appreciable physical 
disability, but where care in a residential home or home for the mentally 
infirm is not possible. 

191 The Sub-committee realises that these recommendations could not be 
put into practice except over a period of years. They will place an increased 
load on the geriatric service and upon the residential accommodation provided 
by the local authority and may give a corresponding relief to the mental 
hospitals. Indeed, because the number of psychogeriatric patients is steadily 
increasing and in spite of more provision becoming available inthecommunity 
the mental hospitals will continue to carry a heavy responsibility for these 
patients. For many years to come, therefore, upgrading of existing hospitals 
and some rebuilding of these in cities close to general and geriatric hospitals 
are essential. There is need for special financial allocations to overcome the 
most pressing of these deficiencies. There is also the need for a national 
survey of elderly patients in mental hospitals to determine the proportion 
of the ‘organic’ group that might, in future, become the responsibility of the 
geriatric service. The Sub-committee would add that they consider that the 
implementation of this recommendation should take place as soon as possible 
and should be given high priority. 

192 We would again emphasise that there are many patients in hospital 
who no longer require hospital care and treatment and that the implementation 
of the Allan Report recommendation should ensure that in future all patients 
will be found where it is in their best interests to be. 
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Day Hospitals 

193 The Sub-committee is of the opinion that the increased provision of 
day hospital accommodation is urgently required. There are a substantial 
number of patients in mental hospitals, in geriatric hospitals and in the care of 
devoted relatives, who should be cared for in the day care context. The 
functions of a day hospital are to provide services and facilities for the 
diagnosis, assessment, treatment, rehabilitation and long term support for 
patients who would otherwise require admission to hospital, but who can 
remain at home. While patients with mild degrees of confusion or mental 
abnormality can be absorbed into an ordinary geriatric day unit the more 
markedly abnormal are better separated from the mentally alert elderly for 
the benefit of both. These patients require certain special arrangements of 
staff and facilities to enable the major benefit to be given them. A proportion 
of psychiatrically trained staff is essential. 

194 Day hospitals for the psychogeriatric patients should be sited near to 
the main psychiatric unit so that expert staff and facilities can be made readily 
available. The major point of importance is the central position for the 
catchment area to facilitate transport arrangements for patients being brought 
up daily. While most day hospitals work on a single shift basis — 9 a.m. to 
5 p.m., five days a week, a seven day service would be much more effective, 
particularly if extended over a longer period of the day. One advantage of 
these hospitals over in-patient units is that they need fewer staff and thus 
can be run more economically. 

195 It has not been possible to obtain evidence , on the optimum size of a 
day hospital for psychogeriatrics but from visits made by members of the 
Sub-committee to day hospital units of varying sizes, and the discussion 
which took place at these visits, it would appear that a unit catering for 40 
to 50 patients would be best. While the day hospitals visited were performing 
excellent functions they were not in many cases able to give the best type of 
day care, mainly because the unit was in converted accommodation which 
was not wholly suitable for the purpose. Specially designed accommodation 
is essential before the particular needs of the psychogeriatric day patient can 
be met. Such a unit should provide a wide range of services and its organisa- 
tion is facilitated by spacious open-plan design. 

196 Essential services are: 

medical examination 
diagnostic and treatment services 
nursing services 

physiotherapy and occupational therapy facilities 

chiropody 

hairdressing 

bathing facilities 

certain degree of entertainment 

diversional therapy 

social work services for the old person and the family 
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These should be provided as it is impossible to separate entirely those who 
should be attending a. day centre for social support and those attending a 
day hospital for medical treatment. Some overlap is unavoidable and in 
fact preferable. 



197 Proper transport services are a basic and essential element in a day 
hospital. Specially designed vehicles should be part of the equipment of the 
unit and preferably the drivers should be permanently allocated to this work. 
The benefits to the service and the patients of regular drivers experienced 
and interested in the handling of the elderly are great. Hydraulic ramps etc. 
must be fitted to the vehicles. The vehicles in question should be reserved 
specially lor these units as they must be available at the required tim es. 
Collection times should be related to the needs of the patients and their 
relatives and their domestic arrangements. 



Bed Requirements 

198 As already indicated, bed requirements in hospitals and homes depend 
on a number of inter-related factors such as the age structure of the population, 
admission and discharge policies and advances in medical and social science! 
The most important of these factors at the present time is the policy to retain 
in hospital only those who are in need of hospital treatment. This means 
that for a number of elderly persons who may need residential care for many 
years, extensive building plans for sheltered houses and special residential 
homes must be undertaken. Some measure of the extent of this plan has 
been given in paragraphs 167 and 187. The recommendation that more 
places should be found in day hospitals should also affect the estimate of the 
number of beds that will be required for the elderly in hospitals. 

199 To obtain an estimate of future bed requirements in hospitals, admission 
and discharge trends can be studied. These trends indicate that, for any 
given number of admissions, duration of stay is becoming shorter. Appendix 
D gives an account of a pilot study carried out in the North-East Region, 
Scotland, to determine probable future bed requirements. It is apparent 
from this study that the number of beds required for the very old, especially 
women over 80 with ‘organic’ conditions, will continue to rise and that many 
will inevitably become long-stay patients to be cared for either in the mental 
or geriatric hospitals. In this connection, Table 4 gives some idea of the 
different requirements for various classes of patient. This fact must be 
regarded as crucial in all future building plans since the particular needs of 
each class of patient vary considerably. It is probable that, despite develop- 
ments in community care, actual admissions to hospital will continue 
to rise though most of these admissions will be short stay. The critical 
estimate will be related to the proportion of those admissions which 
demand medium and long-term hospital care and treatment. Only a careful 
and extensive study of these events can provide reliable estimates of hospital 
bed requirements. 
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Future Administrative Structure 

200 Discussions are being held on the future organisation of the health 
service. There would seem to be a fairly general desire for closer integration 
of the service and the Sub-committee can see much benefit to the services 
for the geriatric patient from such a move. Integration would bring general 
medical, local authority and hospital services together. The plight of the 
elderly mentally ill patient could not but be improved. Better communication, 
easier transfer of responsibility for care would all help to deliver the correct 
service and the correct care at the correct place and time. Alterations in 
catchment areas so that all services supplied the same area would improve 
delivery. (See para. 50). Co-operation and collaboration would be easier 
and smoother. Discussions, advice and planning would tend to be less 
conflicting. 
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SECTION V 



Summary o f Main Conclusions 
and Recommendations 



(1) On the basis of our remit ‘to consider the provision of psychogeriatric 
medical services and to make recommendations for the development of such 
services and facilities in Scotland’ we have taken the word ‘psychogeriatric’ 
as meaning persons 65 years of age and over who have mental disorder, with 
or without accompanying physical disability. 

(2) We believe that the care of the psychogeriatric patient is becoming an 
increasingly serious problem in our progressively ageing population. Not 
only are the present facilities inadequate but they are often unsuitable. On 
the likely supposition that the number of very elderly persons with mental 
disorder is going to increase, urgent planning is required in order to devise 
the best means of providing for them. Expansion of present services is not 
enough and in the following recommendations we press for some radical 
changes. These will take time to implement but we believe that they are in the 
best interests of psychogeriatric patients and also of the community as a whole. 

(3) It will emerge that our most important recommendations concern means 
of securing the proper placement of elderly mental patients; it being con- 
sidered that many can be more suitably cared for within the community, in 
residential homes or in geriatric hospitals. 

Ascertainment 

(4) We believe that the first most important step is to try and ascertain the 
size of the problem. At the present time we have only a vague idea of the 
extent and nature of psychogeriatric illness amongst the elderly in the 
community, (paragraphs 9-15 ) 

(5) We recommend that in each area registers of old people are essential 
and that these can best be obtained through the general practitioner who 
will probably delegate this as one of the special roles of the health visitor 
attached to his practice. Once a register has been obtained then methods 
of screening can be devised to determine the extent of the psychogeriatric 
problem. ( paragraphs 92-95 ) 



Assessment and Assessment Units 

(6) We believe that early assessment is essential if psychogeriatric patients 
are to be brought within the orbit of the treatment and care most suitable 
to each one of them, (paragraph 98) 
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(7) The primary assessment should be carried out by the health team 
comprising the general practitioner, the health visitor, the district nurse and 
the social worker. In many cases this is all that will be required. ( paragraph 99) 

(8) A more elaborate assessment may require the services of the psychiatrist 
or physician in geriatric medicine who should, where possible, visit the 
patient in his home. We believe that there is great value in the psychiatrist 
or physician in geriatric medicine seeing the patient at home and adequate 
provision should be made for this. It may be necessary for the patient to 
be examined further, in an out-patient department, a day hospital, or after 
admission to a geriatric assessment unit or mental hospital, before deciding 
upon the most suitable placement — back in the community with domiciliary 
services, a residential home, or in hospital for temporary or permanent care. 
( paragraphs 96-99) 

(9) Assessment of the psychogeriatric patient is already being carried out 
on very much these lines in many places. Notwithstanding this, we recom- 
mend that there is a place for the establishment of joint assessment units, 
which we consider have a particular contribution to make. ( paragraphs 100- 
111 ) 

(10) By joint assessment units we mean small units of eight/twelve beds 
serving a population of quarter of a million. The unit should be adjacent 
to the geriatric assessment unit in a teaching or general hospital so that it 
would have access to the full range of diagnostic facilities. The necessary 
supporting beds and community services must be available if this unit is to 
operate successfully, {paragraphs 105-108) 

(1 1) It is intended to meet the special needs of elderly patients where doubt 
exists as to whether they are the responsibility of either the geriatric, 
psychiatric or social services. The upper limit of stay would probably be 
eight weeks, {paragraphs 101 and 105) 

(12) A consultant in geriatric medicine would have administrative control 
and a psychiatrist would have a contractual commitment to the unit, {para- 
graph 104) 

(13) The nurse in charge should have both general and psychiatric qualifica- 
tions. The unit would require to work in close co-operation with the social 
workers, {paragraphs 104 and 110) 

(14) It is hoped that it would become a focal point for the psychogeriatric 
services by bringing all the workers into regular contact with one another. 
{paragraph 110) 



Care in the Community 

(15) We recommend as a significant contribution to prevention that efforts 
be directed to enable as many psychogeriatric patients as possible to remain 
at home. We believe that proper assessment, treatment and the provision 
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of adequate domiciliary services and transport would enable a number of 
patients of the type at present occupying hospital beds, especially in mental 
hospitals, to be looked after within the community. ( paragraphs 16 , 120-133 
and 192) 

(16) We see the elderly in our society as showing two distinct but related 
features. First that they are increasing in number and hence will call upon 
more and more of the available health and welfare services. Second, that many 
more than previously after they reach 65 and have given up work will live 
for a further 20 years or more. During these years they should be given every 
opportunity of remaining active physically and alert mentally. Between the 
familiar contact of home life and admission to long term or permanent 
hospital stay there should be interspersed a number of supportive and curative 
measures. These constitute the community services. ( paragraphs 9-15 and 
100-188 ) 

(17) Since the general practitioner, particularly when based on a group 
practice or health centre, already has a complete list of elderly persons in 
his practice and has made contact with the great majority, his role is seen as 
the initiator of an at risk register and co-ordinator of various services available 
to his patients. ( paragraphs 94 , 95 and 132) 

(18) Health visitors should devote more of their time to the elderly and 
their training ought to include more emphasis on the problems of mental 
illness in the elderly. (. paragraphs 134 and 135) 

(19) The home nursing services might further increase their services to this 
group of patients and in particular a night-sitter service should be readily 
available in emergencies. ( paragraphs 136-138) 

(20) Other services such as chiropody, hearing, dental, optical, occupational 
therapy, physiotherapy, the supply of aids for the disabled and laundry should 
be readily available in the home, (paragraphs 139-143 and 152) 

(21) Home help services should be increased to give greater and more 
frequent contact with the elderly and there is a case to be made for having 
another grade of home help willing to cope with the special demands of the 
psychogeriatric person, (paragraphs 144-146) 

(22) Increased day centre provision is essential, (paragraph 151) 

(23) Meals services, both at home and at the centres, should be a mandatory 
responsibility of the local authorities. Regular and frequent provision would 
bring nutritional and social benefits to the elderly, (paragraphs 147-150) 

(24) There should be the closest collaboration among the workers caring 
for the elderly. Mental health co-ordinating committees would help ensure 
that this is possible, (paragraphs 125 and 127) 

(25) Voluntary workers ought to be encouraged to assist the professionally 
trained social worker as should the recently retired who have a special interest 
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and understanding of the needs of this group of patients. The use of ‘street 
wardens’ is worthy of further examination by voluntary bodies, (paragraphs 
126 , 158-165) 

(26) Relatives and friends do much to maintain elderly persons at home and 
they need support and assistance to continue these responsibilities by receiving 
sitter-in services and relief from these duties by holiday admissions for old 
people to hospital and residential homes. The implications of financial 
reimbursement for loss of earnings by these persons ought to be considered. 
Relatives should not be overburdened in looking after the elderly, (para- 
graphs 67 and 157) 



Housing 

(27) Many more specially designed and planned houses and above all 
sheltered houses for the elderly are urgently required particularly as replace- 
ment in slum clearance schemes. Health and social work personnel should 
be more closely involved in the planning and design of housing for the elderly. 
House exchange should be made easier, {paragraphs 166-170 ) 

(28) The recent introduction of group homes suggests that developments 
such as these could make a helpful contribution in maintaining some persons 
in the community, (paragraph 49) 



Residential Homes 

(29) More places should be available in residential homes for the manageable 
psychogeriatric person coming both from the community and from the 
hospital The number of such people and the degree of confusion and physical 
disability should not be such as to cause unwarranted interference with the 
other residents or overtax the resources of the staff. It is not essential to have 
qualified nurses on the staff but more use should be made of the home nursing 
service by these establishments, (paragraphs 171-179) 

(3°) We consider it a matter of urgency that a programme of building 

S u!i started of s P ecial homes for the mentally infirm. Central finance 
should be made available to a greater extent that at present. As a first 
target there should be about 5 places for every 1,000 persons 65 years and 
over. Pre-admission assessment of residents would be carried out in the 
geriatric assessment unit, mental hospital or joint assessment unit. The 
general practitioner would provide day-to-day care and a psychiatrist would 
be associated with the home. If carefully selected, the staff may not need 
to have nursing qualifications. Early guidance should be given on the 
detailed planmng of these homes, (paragraphs 180-188) 



Hospital Care 

(M)_ Three types of patient come within the scope of the psychogeriatric 
service , 
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(a) The ‘ Functional' Group: 

elderly persons who develop mainly functional psychiatric illness, eg 
depression, paranoid states, neuroses, etc., and who usually respond to 
treatment as do their counterparts in other age groups. 

(b) The ‘ Organic ’ Group: 

elderly persons who develop diseases of the central nervous system most 
of which are degenerative, or develop other organic diseases giving rise 
to mental disorder. 

(c) The ‘Graduate'’ Group: 

long term patients, mainly schizophrenics, who continue in hospital 
for long periods and survive beyond the age of 65 years in the process. 
( paragraph 5) 

(32) There should be a reappraisal of the relative responsibilities of the 
geriatric and psychiatric services. This would involve a change in policy 
which could not be carried out immediately. The matter should be given 
high priority because of the impact it would have on the future planning of 
the geriatric and psychiatric hospital services. ( paragraph 189 ) 

(33) The following points should be given serious consideration: 

(a) The geriatric service would be responsible for short, medium and long- 
stay beds for the physically ill elderly patients as at present. 

(b) The same service would also be responsible for those with mental 
disability in the ‘organic’ group provided: 

first that the accompanying physical disability is such as required the 
nursing and therapeutic services available there 

and second that they do not require specialist mental hospital care and 
treatment by reason of disturbed behaviour. 

(c) Short, medium and long-stay beds for patients with functional mental 
disorder and for those in the ‘organic’ group who require specialist 
mental hospital care and treatment as in ( b ) would continue to be 
provided at the mental hospitals. 

(d) The mental hospital would also be responsible for those with mental 
disability in the ‘organic’ group where there is no appreciable physical 
disability, but where care in a residential home or home for the mentally 
infirm is not possible. ( paragraph 190 ) 

(34) In order to implement these recommendations,- there will have to be 
a considerable expansion of the geriatric service. The mental hospital will, 
however, require to continue to carry a heavy responsibility for these patients 
for many years and therefore upgrading of existing mental hospitals and 
some re-building of certain others are essential. We recommend that a 
national study should be carried out to provide a factual basis for future 
planning. We consider that these should be given a high degree of priority. 
{paragraphs 191 and 192 ) 

(35) There should be more day hospital provision for longer hours in the 
day than at present and for seven days a week, if this is possible. They 
should have diagnostic and treatment facilities and adequate transport is 
essential, {paragraphs 193-197) 
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(36) Catchment areas of mental and geriatric hospitals require rationalisa- 
tion. ( paragraph 50) 

(37) Many more lifts should be installed in mental hospitals. ( paragraph 75) 

(38) Emergency admissions of the elderly to mental hospitals should be 
kept to a minimum. ( paragraphs 53-55) 

(39) There is a need for closer association between the psychiatrist and the 
physician in geriatric medicine. ( paragraph 101) 

(40) The number of psychiatrists with contractual responsibility for the 
elderly should be increased. ( paragraph 114) 

(41) Nurse/patient ratios recommended by the British Geriatric Society 
should be applied to the special geriatric wards of geriatric and psychiatric 
hospitals, and the nurse in charge should be doubly qualified. ( paragraphs 
104 and 117) 

(42) Interchange of nurses between geriatric and psychiatric specialties 
would be advantageous, {paragraph 116) 

(43) Nursing staff on geriatric wards require a certain amount of psychiatric 
education, {paragraph 116) 

(44) Minimum space standards for patients should be laid down for mental 
hospitals to preclude overcrowding, {paragraph 76) 



Education and Research 

(45) There is an urgent need for more research into the problems of the 
ageing and it is hoped that the facilities available at the joint assessment unit 
would encourage this, {paragraph 111) 

(46) Medical education requires a much greater exposure to geriatric 
medicine and psychiatry in the elderly at undergraduate and postgraduate 
levels, {paragraph 57) 



Publicity 

(47) There is a pressing need for effective publicity of all the services both 
statutory and voluntary, provided in different areas. This would be of 
benefit to the professional workers and the consumer. This service could 
most effectively be handled by the local authorities, {paragraph 155) 
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APPENDIX A 

Organisations and Persons who submitted Written Evidence 



Hospital Authorities 

Eastern Regional Hospital Board 

Northern Regional Hospital Board 
Board of Management for Craig Dunain Hospitals 

North-Eastern Regional Hospital Board 
Board of Management for the Moray Hospitals 
Board of Management for the Royal Cornhill and Associated Hospitals 

South-Eastern Regional Hospital Board 
Board of Management for Borders Hospitals 
Board of Management for East Fife Hospitals 
Board of Management for East Lothian Hospitals 
Board of Management for the Edinburgh Northern Hospitals 
Board of Management for the Royal Edinburgh Hospital 
Board of Management for Edinburgh Royal Victoria and Associated Hospitals 
Board of Management for Stratheden and Associated Hospitals 
Board of Management for West Fife Hospitals 
Board of Managment for West Lothian (Bangour) Hospitals 

Western Regional Hospital Board 

Local Authority Associations representing the Counties of Cities and the County Councils 
Association of County Councils in Scotland 
Counties of Cities Association 

Local Authority Large Burghs 

Airdrie 

Arbroath 

Ayr 

Coatbridge 

Dumfries 

Dunfermline 

East Kilbride 

Falkirk 

Greenock 

Kirkcaldy 

Motherwell and Wishaw 
Perth 

Rutherglen 

Local Medical Committees 

County of Angus 
Argyll and Bute 
Ayrshire 

Banff, Moray and Nairn 

Dumfries 

Dundee 

Edinburgh 

Fife 

Galloway 

Glasgow 

County of Inverness 

Perth and Kinross 

County of Lanark 

Ross and Cromarty 

Counties of Stirling and Clackmannan 

County of Sutherland 
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Other Organisations 

Association of Psychiatric Social Workers 
British Medical Association, Scottish Office 
British Geriatric Society, Scottish Branch 

Institute of Medical Social Workers, Scottish Regional Committee 
Mental Health Consultative Committee for Banff and Moray 
*Mental Welfare Commission 

The National Corporation for the Care of Old People 
Occupational Therapy Training Centre, The Astley Ainslie Hospital 
Office of Health Economics 

Queen’s Institute of District Nursing, Scottish Branch 
The Royal College of General Practitioners, Scottish Council 
The Royal College of Physicians 

The Royal College of Nursing and National Council of Nurses of the United Kingdom, 
Scottish Board 

*Royal Medico-Psychological Association, Scottish Division 
Scottish Health Visitors’ Association 
Scottish Association of Occupational Therapists 
Scottish Old People’s Welfare Committee 

Society of Medical Officers of Health, Council of the Scottish Branch 
Department of Social Medicine, University of Edinburgh 

Persons 

Mr Brian J. Ashley, Principal Lecturer in Sociological Studies, Moray House College of 
Education 

Professor G. M. Carstairs, Department of Psychological Medicine, University of Edinburgh 
Dr Bernard Isaacs, Consultant Physician, Department of Geriatric Medicine, Glasgow 
Royal Infirmary 

Mr J. A. Mack, Director, School of Social Study, University of Glasgow 
Dr Felix Post, Physician, The Bethlem Royal Hospital and the Maudsley Hospital, London 
Dr I. M. Richardson, Director, General Practice Teaching and Research Unit, University 
of Aberdeen 

Professor T. Ferguson Roger, Department of Psychological Medicine, University of 
Glasgow 

Miss Greta Sumner and Mr Randall Smith, Department of Social and Economic Research, 
University of Glasgow 

Professor Peter Townsend, Department of Sociology, University of Essex 

General Practitioners , Edinburgh with Health Visitors andjor District Nurses Attachments 

Dr I. R. W. Alexander 
Dr J. Deuchar 
Dr A. G. Donald 
Dr E. V. Kuenssberg 
Dr H. W. S. Rankin 
Dr L. Lamont 

* Oral evidence was given by representatives of these organisations 
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APPENDIX B 

List of Hospitals and Units Visited by Members of the Sub-committee 

1 Ailsa Hospital, Ayr 

2 Argyll and Bute Hospital, Lochgilphead, Argyllshire 

3 Bamcoose Hospital, Redruth, Cornwall (and the associated special home for the 

mentally infirm old person, The Green’) 

4 Crichton Royal Hospital, Dumfries 

5 Cowley Road Hospital, Oxford (Geriatric Unit) 

6 Dingleton Hospital, Melrose 

7 Fulham Hospital, London (Geriatric and Psychiatric Units) 

8 ivlackirwon House, Royal Edinburgh Hospital, Edinburgh 

9 Mapperley Hospital, Nottingham 

10 Maudsley Hospital, London 

1 1 Newcastle General Hospital, Newcastle (Psychogeriatric Unit) 

12 Royal Victoria Hospital (Geriatric Day Hospital), Edinburgh 

1 3 St Francis Hospital, Nottingham 

14 Woodilee Hospital, Lenzie, Glasgow 

Residential Homes 

1 Bonnyton House, Busby, Renfrewshire 

2 Burnbank Home, Glasgow 

3 Cunningham House, Grangemouth, Stirlingshire 

4 Greenlea Home, Edinburgh 
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APPENDIX C 



Planning Points for Special Homes for the Mentally Infirm 

(1) Size of home From 30 to 50 places, according to whether the area is rural or urban, 

(2) Location With easy access by bus from the catchment area, bearing in mind 

that many of the residents’ visitors will themselves be elderly. 

(3) Safety Natural barriers such as low fences or hedges to discourage residents 

from wandering out of the gardens, and internal planning to facilitate 
observation. Ground floor accommodation only is desirable, to reduce 
risk from falls on stairs and fire. Day areas may be planned on the 
‘open’ principle to facilitate observation, yet with bays in which 
residents may sit in small groups. Bedrooms should be designed and 
furnished in ways which minimise the risks to a resident who stirs from 
his bed in the night, and enable the member of staff on duty to see him 
if he wanders from his room. 



(4) Orientation The residents require additional ‘cues’ to help them to find their way 

about the home. Doors, walls and ceilings should be in colours which 
are in sharp contrast in night as well as day light. The ‘flow’ of residents 
is particularly between sitting rooms, bedrooms and bathrooms, and 
these ‘routes’ may be emphasised by choice of colours and very simple 
signs in passages. Orientation in time is promoted by large clocks 
and calendars (recording the day of the week as well as the time), and 
orientation to person by avoiding unnecessary changes in staff. 

(5) As in any accommodation for the elderly, doorways should be wide 
enough for wheelchairs, floors should not be slippery, and sitting rooms 
should allow for an appropriate range of activities (extending the 
meaning of this word to include an interesting view from some of the 
windows). 
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Bed Requirements for Psychogeriatrics 



APPENDIX D 



This study was based upon the numbers of patients that entered in-patient units of the 
North-East Scotland Regional Psychiatric Service during the period 1963-1968 and who 
were aged 65 years and over on entry. Patients were counted as often as they entered. 
All data for the study was taken from the Psychiatric Case Register (Baldwin et al 1965) 1 
and the methods of data selection and analysis have been detailed by Hall (1969). z 

The total number of patients included was 2,543 of whom 35 per cent were male and 
65 per cent female. Each sex group was sub-divided in terms of age on admission into 
three groups, 65-69, 70-79 and 80 and over, and in terms of primary admission diagnosis 
into two groups— Functional and Organic. The numbers in each category are shown in 
Table 1, and the admission rates per 100,000 of the general population per ann um are 
shown in Table 2. 

Of the males nearly two thirds had organic diagnoses, and just over one third had 
functional diagnoses. Of the females 45 per cent had functional diagnoses and 55 per 
cent organic diagnoses. In each sex-diagnostic classification 44 to 45 per cent of the 
patients were aged 70-79 on admission. For the patients with functional diagnoses, 
48 per cent were aged 65-69 compared with 13 per cent for those patients with organic 
diagnoses. The reverse situation obtained with the age group 80 years and over, although 
in all groups the percentages were lower. 



Bed requirements 



The overall bed requirements, taking both sexes all ages over 65 and all diagnoses were 
1,100 per 1,000 admissions. The particular requirements for the different classifications 
expressed as beds required per 1,000 admissions per annum are shown in Table 3. An 
estimate was made of the bed requirements for patients who stayed longer than the five 
years under review. 

The bed requirements for males were less than those for females. They were considerably 
less for persons with functional diagnoses than for those with organic diagnoses. Bed 
requirements for those admitted at age 70-79 with organic diagnoses, were greater than 
for the other two age groups. The group requiring the least number of beds was the female 
group aged 65-69 with functional diagnoses. 

The bed requirements per 100,000 of the general population are shown in Table 4. In 
terms of the general population the group requiring the greatest rate of provision were the 
female organic patients aged 80 or over and the group requiring the least were male 
functional patients aged 80 or over. 

The probability of being continuously in care after certain specified periods since 
admission is shown by sex and diagnostic group in Table 5 . Within each sex the probability 
of separation (discharge, death or transfer) within one month is similar for the two diagnostic 
groups, but at each period thereafter for females and up to 3 years for males the probability 
of separation is greater for those with functional diagnoses. For the patients with 
functional diagnoses the probability of separation is greater for males for periods up to 
two months, at six months to a year a higher proportion of males remain in care, and 
thereafter the sexes are about the same with between one and three per cent retained still 
in care. For the patients with organic diagnoses a greater proportion of male patients 
are separated after all periods. 

The probabilities of death and discharge before certain specified periods since admission 
are shown by sex and diagnostic group in Table 6. For each of the four sex-diagnosis 
classifications the probability of discharge after six months of care is nearly zero. Up to six 
months the probability of discharge for patients with organic diagnoses is -20, for males with 
functional diagnoses it is -30, and for females with functional diagnoses -38. The probability 
of death whilst in care increases steadily as the length of care increases. Up to any period 
of care the probability of death was between three and four times greater for males with 
organic diagnoses than for those with functional diagnoses. The corresponding figure for 
females is between three and seven times. Over half the patients with organic diagnoses 



^Baldwin, J. A., Innes, G., Millar, W. M,, Sharp, G. A., and Dorricott, N. ‘A Psychiatric 
Case Register in North-East Scotland’. (1965). Brit. J. Prev. Soc. Med. 19, 38. 

^Hail, D J. The Development of Analytic Techniques for use with Psychiatric Case 
Register Data.’ University of Aberdeen. Ph.D. Thesis. 
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died in care, over one fifth of them within six months of entering. Up to five years since 
admission the probability of death for male patients with functional diagnoses was *18, 
for females it was half this value. 



Table 1 

Numbers of admissions 1963-68 to North-East Scottish Psychiatric Services by sex, age 
and diagnosis. 



Diagnosis 


Functional 


Organic 


Total 1 


Sex 


M 


F 


M 


F 


M 


F 


65-69 


144 


351 


77 


98 


262 


468 


70-79 


132 


331 


232 


396 


386 


744 


80+ 


22 


59 


203 


391 


230 


453 


Total (65+) 


298 


741 


512 


885 


878 


1,665 



1 The total group includes all diagnoses not just those classified as functional or organic. 



Table 2 



Mean admission rates per 100,000 per annum of the general population by sex, age and 
diagnosis. 



Diagnosis 


Functional 


Organic 


Total 


Sex 


M F 


M 


F 


M F 


65-69 


267 583 


143 


163 


485 111 


70-79 


209 339 


367 


406 


611 763 


80+ 


108 154 


992 


1,020 


1,134 1,181 


Total (65+) 


217 378 


372 


451 


638 849 




Both Sexes 762 



Table 3 

Bed requirement per 1,000 admissions per annum by sex, age and diagnosis. 
Sex-age specific rates. 



Diagnosis 


Functional 


Organic 


Total 


Sex 


M 


F 


M 


F 


M 


F 


65-69 


750 


410 


820 


1,500 


810 


750 


70-79 


670 


810 


950 


1,800 


800 


1,350 


80+ 


700 


1,500 


800 


1,500 


800 


1,500 


Total (65+) 


720 


680 


850 


1,600 


800 


1,250 




Both Sexes 


1,100 
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Table 4 

Bed requirements per 100,000 general population by sex, age and diagnosis. 
Sex-age specific rates. 



Diagnosis 


Functional 


Organic 


Total 


Sex 


M 


F 


M 


F 


M 


F 


65-69 


200 


240 


120 


240 


390 


580 


70-79 


140 


270 


350 


730 


490 


1,030 


80+ 


75 


230 


790 


1,500 


910 


1,770 


Total (65+) 


160 


260 


320 


720 


510 


1,060 




Both Sexes 840 



Table 5 

Probability of remaining in continuous care after specified periods since admission by sex 
and diagnosis. 



Diagnosis 


Functional 


Organic 


Sex 


M 


F 


M 


F 


1 month 


•72 


•81 


•70 


•82 


2 months 


•46 


•47 


■55 


•67 


6 months 


•23 


•19 


•38 


•50 


1 year 


•18 


•13 


•26 


•39 


2 years 


•09 


•09 


•14 


•28 


3 years 


•09 


•07 


•09 


•20 


4 years 


•06 


•06 


■05 


•14 


5 years 


•04 


•05 


•01 


•12 



Table 6 

Probability of death and discharge before certain specified periods since admission by sex, 
and diagnosis. 



Diagnosis 


Functional 


Organic 


Sex 


M 


F 


M 


F 


Outcome 


Disch. 


Death 


Disch. 


Death 


Disch. 


Death 


Disch. 


Death 


1 month 


•10 


•02 


•07 


•02 


•10 


•12 


•07 


•07 


2 months 


•22 


•04 


•23 


•03 


•16 


•18 


•14 


•11 


6 months 


•30 


•07 


■38 


•04 


•21 


•28 


•19 


•18 


1 year 


•32 


•09 


•40 


•05 


•24 


•35 


•20 


•26 


2 years 


•33 


•14 


•41 


•06 


•24 


•46 


■21 


•36 


3 years 


•33 


•14 


•42 


*07 


•24 


•51 


•21 


•43 


4 years 


•33 


■16 


•42 


•08 


•24 


•55 


*21 


•50 


5 years 


•33 


•18 


•42 


•09 


•24 


•57 


•21 


•52 
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APPENDIX E 



Reports and Papers considered by Sub-committee 

Trends in Psychogeriatric Care — Political and Economic Planning Vol. XXXII No. 497 
Planning, September, 1966. 

The Problems of Growing Old— Proceedings of a conference sponsored by the Northern 
Ireland Association for Mental Health and the Northern Ireland Council of Social 
Services in Portrush, 1967. 

The Structure and Dynamics of the North-East Scottish Mental Hospital Population, 1955- 
1966, Research Report No. 6, J. A. Baldwin, Department of Mental Health, University 
of Aberdeen. 1967. 

The Future of the Population of North-East Scotland and its effect on the Psychiatric Services, 
Research Report No. 7 by D. J. Hall and J. A. Baldwin, Department of Mental Health, 
University of Aberdeen. 1968. 

Psychiatric Services for Old People in Scotland— Royal Medico-Psychological Association 
(Scottish Division) 1969. 

Statistics compiled by the Research and Intelligence Unit of the Scottish Home and Health 
Department, relating principally to the patients aged 65 and over of the Scottish Mental 
Hospitals and psychiatric units of General Hospitals in 1967, together with commentary 
by R. A. W. Ratcliff. 

Admission of Elderly Patients to Medical, Geriatric and Psychiatric Units — by B. Isaacs 
and R. A. Robinson for the Western Regional Hospital Board, 1963. 

Special Problems of the Aged and the Organisation of Hospital Services, D. W. Kay, Martin 
Roth, Michael R. P. Hall — British Medical Journal, 1966, 2, 967-972. 

The Joint Assessment and Early Treatment Unit in Psychogeriatric Care — by E. V. B. Morton, 
M. E. Barker and D. Macmillan. Geront. din. 10: 65-73 (1968). 

The Organisation and Development of Services for the Aged with Special Reference to the 
Mentally Infirm by John Brothwood, Principal Medical Officer, Department of Health 
and Social Security, 1970. 
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Three earlier reports from the 
Scottish Health Services Council 



Dental Services in Health Centres 

The Report of a Committee to consider the 
future role of dentistry in health centres to 
ensure that any such development will be in 
the best interests of the patient and the future 
of dental science. 

35 Od [15p] net (35 4 d [16^p] by post) 



Forensic Psychiatry 

The Report of a Committee appointed to 
consider the provision and development of 
psychiatric services required; to furnish the 
courts with the assistance requested by them 
in deciding the disposal of offenders ; to assist 
other services responsible for the treatment of 
such persons; and to treat persons referred by 
those services or by the courts. 

55 6 d [27-Jp] net (55 10 d [29p] by post) 



Uses and Dangers of ixygen Therapy 

A Study of oxygen therapy including adult 
hospital practice, domiciliary practice, obstet- 
ric practice, paediatric practice, air travel, 
resuscitation, industrial practice, treatment of 
drowning and apparatus for oxygen adminis- 
tration. 

95 6d [47-ip] net ( l0s [ 50 P] b y P ost ) 
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